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HE Chairman of your Committee on pro- 

gram has asked me to discuss this subject, 
probably with the idea that, while I can add little 
or nothing to your knowledge of gynecology, or 
to the treatment of its several lesions, perhaps I 
inay be able to crystallize for you the present day 
views on pathology and practice and so place you 
in a better position to fulfill the service which 
is required of you in your daily work. 

At the present time when each community has 
its own small hospital, usually an open hospital, 
and the surgical furor has seized the profession, 
gynecology is passing out of the hands of the 
specialist into those of the general surgeon—yet 
the conditions and disorders pecular to women 
are just as varied and require just as keen an 
appreciation of the peculiar basic pathology, the 
physiologic resistance and the minute anatomy, 
as do the lesions of the eye or ear; yet few 
general surgeons hesitate to attack any gyne- 
cological problem which may present itself to 
them, when they would enlist the help of the ex- 
pert in a case of cataract or sinus thrombosis. 

Fortunately, the pendulum has _ gradually 
swung from empiricism to a more rational gyne- 
cology which is founded upon physiologic pathol- 
ogy. Perhaps nothing so well illustrates this 
trend toward the stimulation of nature’s resources 
better than the present day understanding and 
the practice in cases of acute pelvic infection. 
Infections in the pelvis commonly have either 
a Neisserian, puerperal or operative origin. 
A study of the life history of each of the infect- 
ing organisms demonstrates that each in the 
course.of its invasion has a selectivity for cer- 
tain tissues and that likewise nature attempts to 
erect successive barriers for their isolation and 
extermination. Therefore, it may be stated that 





*Read before the annual meeting of the Minnesota State Med- 
ical Association, Duluth, Minnesota, June 30 to July 2, 1927. 


665 


surgical procedure in acute pelvic infection. is 
limited to the drainage of localized purulent foci. 

Over one-half of the lesions peculiar to women 
have their origin in childbirth. These are illus- 
trated by the traumas, descensus, cervical infec- 
tions and displacements—all the direct result of 
faulty obstetric practice; while about three-fifths 
of the remaining 50 per cent are the direct re- 
sult of some form of infection. 

Gonorrheal Infection.—The initial symptoms 
of gonorrhea in the female are usually less acute 
than in the male—in fact the disease is often sub- 
acute or chronic from the beginning, showing 
few local symptoms except an increase in vaginal 
discharge; yet chronic gonorrheal infection is 
capable of producing greater ravages and more 
permanent pathology than almost any other form 
of pelvic infection. The acute stage passes rap- 
idly into the subacute or chronic, where the in- 
fection is found located in Skene’s glands just 
within the meatus, on the floor of the urethra or 
as a chronic endocervicitis in the racemose glands 
within the cervix. Undisturbed, cervical gonor- 
rhea remains a local disease and terminates in a 
pathological entity which is known as a cystic 
cervicitis—this, however, is always attended: by a 
tissue hypertrophy with increase and change in 
character of the cervical discharge. Gonococci 
usually cannot be recovered from these chronic 
cervical lesions; yet active surgical treatment not 
infrequently spreads the infection to the en- 
dometrium and through the tubes. Skene’s 
glands, on the other hand, harbor these cocci 
perhaps somewhat changed in their morphology 
but always ready under proper stimuli and virgin 
contact to ‘relight and reinfect, which explains 
the frequent exacerbations in so-called chronic 
gonorrhea which are in reality reinfections. 
It is now a well recognized fact that the gonor- 
rheal cervicitis is intractable and can only be 
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cured by glandular destruction or glandular 
ablation. It has furthermore been demonstrated 
that no one condition is so frequently the cause 
of sterility as is endocervicitis and that infection 
may be spread to the parametrium, tubes and 
peritoneum by intracervical and intrauterine in- 
strumentation with the dilator, curet or stem. A 
few years ago these lesions of the cervix were 
treated with iodin, phenol and tampons; then 
as the result of the writings of Leopold, Sturm- 
dorf and others, it became fashionable to excise 
the cervix. This, in turn, has been followed by 
_ the general acceptance of the electric cautery, 
but time has shown that none of these thera- 
peutic measures can be relied upon to relieve the 
woman of her leucorrhea, or destroy or remove 
the entire glandular area which supplies the cer- 
vical mucus. Furthermore, operation and cau- 
terization of the cervix are not curing sterility 
as the latter seems to change the character of 
the remaining mucoid discharge, while the for- 
mer removes the cervix from its position in and 
its relation to the fornices and the seminal pool. 
That excision and amputation have a definite 
influence upon the development and character of 
subsequent pregnancies and labor must be ad- 
mitted by even the most enthusiastic advocates 
of these procedures. 

Lacerations.—Birth injuries occur even in the 
most expert hands and the only difference in the 
lesion produced by the midwife and the doctor is 
that in a case conducted by the former there is 
submucous fascial stretching and muscle injury, 
while in the case delivered by the physician the 
injaries are open wounds. This perhaps explains 
why physicians have a larger per cent of infec- 
tions than the well-trained foreign midwife. Cer- 
tain obstetric fundamentals seem to have escaped 
the mind of the physician soon after his gradua- 
tion: (1) that labor takes time; (2) that the 
baby cannot come out before the cervix is open ; 
(3) that wounds, especially traumatized wounds, 
are liable to infection and do not heal per primam. 
There is a general trend at present toward the 
immediate repair of all birth injuries—and while 
this is most commendable in pelvic floor and fas- 
cial tears, we are not convinced of the safety or 
the necessity of suture of every cervix wound. 
Such teaching is not free from danger in the 
hands of the average practitioner, for few realize 
that at the termination of labor the uterovaginal 
tract is an open wound and owing to the severe 
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traumatism which these tissues have sustained 
has a lowered resistance against infection and is, 
therefore, more prone to inoculation from the 
vaginal flora and to the development of consecu- 
tive infection. We subscribe to the immediate re- 
pair of birth injuries when there is little trauma 
or edema; and to the intermediate repair on the 
seventh day of old injuries or of new ones when 
there has been an operative delivery. These re- 
pairs are definitely surgical procedures which re- 
quire the most perfect asepsis, knowledge of the 
pathology and the avoidance of all tissue constric- 
tion by suture material. Could we secure the 
coaptation of such tears without tension in non- 
edematous tissues, primary cervical repair would 
result in a condition similar to that which ob- 
tained before delivery. 

It is generally accepted that cervical injuries 
predispose to the development of cancer. Like- 
wise, the presence of erosions favors malignant 
changes, yet the fact must not be lost sight of 
that all repair work is subject to some degree of 
destruction at subsequent births—hence, it is the 
present obstetric and gynecologic practice to take 
care of the inflammatory lesions in the cervix 
by appropriate postpartum care and postpone 
operative procedures until a time when the 
woman has finished her childbearing. Postpone- 
ment of cervical repair would always be possible 
if dilatation was accomplished by the physiolog- 
ical factors which enter into the mechanism and 
were it not for the impression that has gained 
support among the rank and file, i.e., that the 
cervix can be dilated by other means than those 
supplied for this physiologic process. However, 
the fact remains that manual or instrumental 
dilatation is in fact manual or instrumental lacer- 
ation; while dilatation as accomplished by time 
and the intact membranes leaves little injury to 
be repaired. 

Fibroids.—Fibroid tumors of the uterus are 
the most common neoplasms found in women 
in the fourth decade of life. The fact that a 
woman has a fibroid does not mean that this 
fibroid requires operation ; for many fibroids ex- 
ist and produce no symptoms. But all fibroids 
need watching, for at some time in their de- 
velopment the majority have some circulatory 
change or grow under the stimulus of repeated 
menstruation, pregnancy and infection and pro- 
duce menstrual changes or pressure effects. It 
is, therefore, important for the physician to ap- 











tut 


ble 
dis 
int 
fre 
tiv 


int 


lo 
ch 


sh 
ev 
di 


ne 
di 
tu 





' Qo YY = 


= Ss § #4 





THE PRESENT TREND OF GYNECOLOGY 667 


preciate the relation which location and circula- 
tion have to the life and development of a fibroid 
tumor. The life history of every fibroid depends 
on its location and its relation to its circulation. 
Its development is limited almost to the period 
of sexual activity; the growth does not invade 
the wall of the uterus but merely expands it ; the 
growth is in the myometrium but not of it and 
the uterus is constantly contracting and evolving 
the tumor in the direction of least resistance. 
Hence, all submucous tumors are subject to in- 
trauterine extrusion and ultimately result in a 
terminal necrosis metrorrhagia, and intermens- 
trual discharge; while almost all subperitoneal 
tumors at some period of their development will 
become extruded, pedunculated and twisted, or 
will grow and produce pressure referable to the 
bladder, rectum, pelvic veins, pelvic nerves or 
digestive tract. It is only the slowly developing 
intramural growth which may possibly disappear 
from atrophy. Therefore, in selecting an opera- 
tive procedure one has to determine which growth 
is amenable to radium and which growth requires 
hysterectomy or myomectomy. Only by proper 
individualization can the selection of the form of 
treatment be determined; for tumors which are 
adherent and incarcerated in the true pelvis ob- 
structing the rectum or ureters or distorting the 
bladder always demand surgery. On the other 
hand, intramural tumors of the size of a three 
months pregnancy in which menorrhagia is the 
prominent symptom can be cured by radium or 
the x-ray. It is therefore a good rule never to 
elect a procedure for the removal of a fibroid 
without making the most careful and painstaking 
examination under anesthesia to determine the 
location of the tumor or tumors, their relation to 
the uterine cavity and circulation as well as their 
characteristics, fluctuance and density. 

Clark and Keen’s contraindications to radium 
should be in the hands and in the head of 
every man who proposes to use radium therapy. 
These contraindications to roentgen ray and ra- 
dium may be summarized as follows: 

1. Tumors larger than a three months preg- 
nancy; though in emergency either x-ray or ra- 
dium may be employed in the presence of large 
tumors to temporarily check the hemorrhage. 

2. In rapidly growing tumors which suggest 
progressive changes. 

3. In tumors producing pressure symptoms. 

4. In tumors associated with pelvic pain. 


5. In pedunculated tumors, in which radium 
only tends to increase the necrosis. 

6. In tumors with associated adnexal pa- 
thology. 

7. In tumors with associated secondary ane- 
mia (the patient having a cachectic appearance) 
in which the uterine hemorrhage has not been 
sufficient to account for the degree of anemia. 

8. In tumors in young women. 

9. In multiple submucous growths in which 
the character of the mass cannot be definitely 
differentiated. 

In women who have a fear of radium. 

All of the foregoing conditions are better and 
more safely treated by surgery. 

Preoperative preparation.—This is being bet- 
ter and better understood by the operating 
surgeon. Dehydrated patients are benefited by 
intravenous infusions of glucose and many of 
those in whom the hemoglobin is low require 
transfusion. All patients should have twenty- 
four to forty-eight hours rest in bed before being 
subjected to operation. A high or exceedingly 
low white cell count or a rapid blood sedimenta- 
tion time is a bad operative prognostic. After 
operation nature’s demand for fluids, chlorides 
and glucose is being satisfied by intravenous in- 
fusion and copious hypodermoclysis and as a re- 
sult post-operative convalescence is less trying 
and stormy. 

Sterility—Probably no condition has received 
so much painstaking study as has the question 
of sterility. Formerly it was empiric to dilate 
and curet the uterus of every barren woman, 
and numberless plastic operations on the cervix 
have been devised to offer a larger entrance for 
the passage of the spermatozoa. Fortunately, 
for women, this is a thing of the past and now 
each patient who presents herself complaining 
of sterility is studied as to the pecular cause— 
and these causes may be grouped under six gen- 
eral headings: 

1. Defective production of spermatozoa. 

2. Obstruction or hostility in the male pas- 
sages. 

3. Faults of delivery and reception. 

4. Hostile endocervical secretions. 

5. Tubal occlusion. 

6. Defective ovulation. 

It is therefore apparent that in any case of 
primary sterility the male party to the contract 
must receive investigation prior to instituting or 
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recommending any form of treatment for the 
female member. The potency of the male is 
best shown by the Huhner test (the exam- 
ination of the spermatozoa in situ following 
coitus). This is not only simple and efficient 
but it also gives a clue to the location of the 
trouble in the woman and the success of the par- 
ticular coitus. Man may be credited with over 
30 per cent of the primary sterilities resulting 
from underdevelopment, hypofunction, atrophy, 
epididymitis, prostatitis, change in vesicular se- 
cretions, malformations or impotence. In the 
woman endocervicitis takes first place. This 
lesion so changes the character of the cervical 
mucus that the spermatic elements of the male 
die of exhaustion before achieving their goal— 
entrance to the uterine cavity. Tubal infection 
and its sequele make up the next large group 
in the causes of barrenness, for inflammatory in- 
volvement of the tubes or peritubal tissues is not 
alone the result of gonorrheal invasion but is a 
common sequel of operations upon the cervix, 
labor and abortion. Fortunately, through study 
of the living pathology of these lesions, we have 
learned to correlate the history with the pathol- 
ogy and so prognosticate to a certain degree 
what each form of infection will do. This is all- 
important in the treatment of sterility. 

Those patients in whom live spermatozoa can 
be demonstrated within the cervical canal or in 
the uterus, yet who do not conceive, may have 
their lesion higher up in the uterine endometrium, 
tubes or ovaries. In 1919 Rubin demonstrated 
that it was possible to accurately and safely in- 
sufflate the tubes with carbon-dioxide gas and 
thus show their patency or impatency. With 
this fact ascertained, the function of the ovary 
and that elusive something which may be termed 
“sexual response” are the only other factors to 
be taken into consideration. The time of coitus 
and its relation to ovulation is now claiming con- 
siderable attention. For with the isolation of 
the sex hormone which Frank and Goldberger 
have recently demonstrated, it is possible to de- 
termine with accuracy whether or not the woman 
ovulates and the time at which ovulation takes 
place—even in the absence of menstruation. 
Hence a properly timed coitus may result in 
impregnation. Ovarian hypofunction and low 
metabolic rates are frequently associated in the 
obese woman. Hypofunction of the ovary, un- 
fortunately, is little understood; cystic changes 
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cause atresia of the follicles. Atrophy is often 
the result of prolonged septic infection—such an 
ovary may be seen without a single follicle or 
corpora on the surface. The large white ovary 
with thickened capsule, the result of chronic cir- 
culatory stasis, which is usually found low in 
the pelvis, has, in our experience, the greatest 
chances for developing an ovum which may be- 
come impregnated. Hence, it will be seen that 
more careful study of the physiologic acts of 
the elements and organs taking part in concep- 
tion has placed the treatment of sterility on a 
more rational basis. 

Retroversion, associated with retroflexion and 
some degree of descensus which always coexists, 
is most commonly an acquired condition, for even 
if the original retroversion was congenital, the 
partial torsion or twist in the pelvic veins will 
so engorge the uterus if continued for a long 
enough time that a pathology due to circulatory 
stasis in all of the pelvic organs must be estab- 
lished. The blood supply of the pelvis was ap- 
parently developed as a protection against infec- 
tion, a definite line of defense; for while it is 
luxuriant and the muscular contraction of the 
uterus propels the blood, there is only one valve 
in the entire venous circulation of the pelvis. 
Hence, subinvolution and retro-displacement will 
naturally add to this circulatory stasis and pro- 
duce a permanent pathology in the organs, tissues 
and blood vessel walls. It is, therefore, my belief 
that the development of an acquired retroversion 
with descensus or the exaggeration of a congen- 
ital backward displacement is a gradual but pro- 
gressive process which always develops a chain 
of complications which are directly attributable 
to the interference with the venous circulation 
and faulty uterine drainage; which in turn pro- 
duces change in the pelvic tissues in the form 
of edema, hypertrophy and cell prolifieration. 
Therefore, we teach and practice correction and 
retention of retro-displacement. Congenital retro- 
versions in virgins or in newly married women, 
producing no symptoms, need no local treatment. 
Special attention, however, should be given to 
the care of the rectum and pelvic colon in these 
women, as fecal stasis is a common cause of 
pelvic complications. 

At the present writing there are more than 
one hundred different operations and modifica- 
tions of original procedures on the round, broad 
and uterosacral ligaments which are being prac- 
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ticed by the general and special surgeon for the 
cure of retroversion—with most disappointing 
end-results. Congenital displacements or those 
congenital versions to which acquired flexions 
have been added are by far the most difficult to 
cure, for so much depends on the degree of : 

1. Cervical invagination. 

2. The position of the cervix and its relation 
to the vaginal axis. 

3. The length of the uterosacral ligaments. 

4. The inclination of the brim of the pelvis. 

5. The depth and inclination of the symphysis 
and, 

6. The strength and development of the round 
ligaments. 

When the accomplishment of a result depends 
upon the study and appreciation of so many dif- 
ferent factors, is it a wonder that we err in the 
selection of type of procedures or in the detail 
of technic? The operation for the particular 
case must be a “Mrs. Jones” operation or a “Mrs. 
Smith” operation—not a routine surgical pro- 
cedure applied to different anatomical conditions. 
Probably with the exception of the curet or stem 
pessary, no one gynecological condition has 
caused more unnecessary surgery and all that this 
means in morbidity, sequele and mortality than 
have the many operations-for retro-displacement. 
There is an instrument known in history as a 
pessary (long since forgotten) which has many 
virtues which are unappreciated by our surgical 
friends. A pessary will cure an acquired re- 
troversion if the uterus can be completely re- 
posited and if there is sufficient muscular struc- 
ture in the pelvic floor to hold the pessary in 
place. The pessary does not correct a retro- 
version but retains the reposited organ in ante- 
version after the uterine misplacement has been 
manually or posturally corrected. It anteverts 
and raises the uterus in the pelvis by raising the 
upper part of the posterior vaginal wall which 
makes upward and backward traction on the 
cervix. In the mechanics of the pessary the pos- 
terior vaginal wall runs over the posterior or 
upper bar of the pessary as a pulley and draws 
the cervix upward and backward; while the an- 
terior bar takes its purchase and rests on the 
pubic shelf behind the pubis, being retained in 
this position by the pelvic floor. In this way it 
acts as a scaffold in supporting the anterior 
vaginal wall. 

If proper care was given the woman at her 
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confinement, or at the time of her abortion and 
during the postpartum and postabortal periods, 
over 80 per cent of the retroversions going about 
the country, falling into the hands of operating 
surgeons, competent or incompetent, would be 
cured by palliative measures. Prior to 1910, in 
our follow-up clinic, the incidence of backward 
displacements which occurred in women who 
were discharged from the hospital on the four- 
teenth day with a uterus in anteflexion or ante- 
flexed retroposition, was 38 per cent. 

In 1910, we began our postpartum studies by 
establishing a postpartum follow-up clinic. Each 
patient before leaving the hospital was instructed 
to assume the knee-chest position night and 
morning and taught the “monkey trot” (walking 
on all fours) and told to return to the clinic 
one month from her discharge from the hospital. 
If at this visit the uterus was retroverted, it was 
reposited and a properly fitting pessary adjusted 
to retain it in anteversion. The patient was then 
instructed in the care of the pessary; with a re- 
sult that at the end of three months only 2 per 
cent of our cases had uncorrected retro-displace- 
ments. Fewer and fewer operations are being 
done during the childbearing period. 


These remarks upon the advantages of the 
pessary would not be complete without mention 
of the contraindications. A pessary is contra- 
indicated when any of the following conditions 
are present: 

1. A large relaxed introitus without suffi- 
cient muscular structure in the pelvic floor to 
hold a pessary in place. 

2. In lacerations of the cervix with hy- 
perplastic change and parametric inflammation in 
the base of the broad ligaments or in the utero- 
sacral ligaments. 

3. In inflammation of the pelvic peritoneum. 

4. Inthe presence of prolapsed tender ovaries. 

5. In the presence of posterior uterine ad- 
hesions limiting the mobility of the uterus. 

All parametric, peritoneal and tubo-ovarian in- 
flammation must be quiescent and all exudative 
processes completely absorbed before a pessary 
can be employed. The requirements imply the 
necessity of preliminary local treatment in the 
form of posture, douches, boro-glyceride packs; 
and above all time. 

Cancer of the cervix and uterine body has 
been the subject of extensive study for many 
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years ; and, while we must admit that the etiology 
is still unknown, certain clinical facts regarding 
the life history of cancer are accepted and make 
up today our basis for treatment. 

1. Long continued irritation and chronic in- 
flammation are conditions which pave the way 
for the development of new cell formation— 
hence, ectropion and erosion predispose to cancer. 

2. Cancer begins as a local disease, appearing 
as a small, hard, indurated nodule on either cer- 
vical lip and develops as the inverting or everting 
type. 

3. That extension is either by continuity 
along the adjacent mucosa or by extension along 
the lines of lymphatic drainage. 

4. The earliest symptoms of cancer, 1.e., the 
change in character of the leucorrheal discharge 
and metrorrhagia, occur as a result of tissue ne- 
crosis—therefore, are not present in the incipient 
changes. 

5. That cancer in its incipiency, i.e., when it 
exists as a nodule or ulcer wholly within the con- 
fines of the cervix, is curable by destruction or 
ablation—admitting the truths of these observa- 
tions. 

The preventive treatment is the repair of cer- 
vical injuries and the education of our women 
in the necessity of periodic pelvic examinations 
by competent observers. All questions of doubt 
must be settled by the microscopic examination 





of the biopsy specimen (removed with a keen 
cutting knife and sealed with the cautery), 
Only group one cases of cancer in its incipent 
stage can be cured. Two methods of attack are 
admissible in present day practice: 

1. Massive doses of radium with blocking of 
the parametrial lymphatics by deep x-ray therapy. 

2. The radical operation which removes the 
uterus, cervix and adnexa with the upper portion 
of the vagina and parametria. 

In all cases where the growth has extended 
beyond the confines of the cervix, radium is the 
agent of choice. In cancer of the body, radical 
extirpation preceded by massive radiation four 
to six weeks before operation has given the best 
results. In conclusion we may say that: 

1. The trend of gynecology today is in the 
direction of a better understanding of the basic 
pathology. 

2. All our therapy is based upon this under- 
lying principle. 

3. The trained surgeon has a greater respect 
for the physiological processes known as nature’s 
defensive barriers. 

4. Fewer operations are being done for the 
correction of obstetric errors. 

5. All operations are being preceded by in- 
telligent preoperative preparation. 

6. Operation for cancer is only done in se- 
lected cases. 





THE ADMINSTRATION OF CALCIUM SALTS 


The intravenous and subcutaneous administration of 
calcium is attended with dangers or discomfitures; 
therefore the possibilities of the oral route call for 
careful consideration. A survey of the literature on 
the absorption of calcium as it may be reflected in a 
change in the blood concentration of the element might 
leave one unconvinced of the efficacy of administering 
calcium compounds by mouth. Many clinicians have 
accordingly abandoned the practice. More recent 
studies give evidence, however, that with due attention 
to the condition of administration it is possible to 
elevate the serum calcium concentration by the oral 
route of calcium supply. Experiments indicated that 


the optimal dose of calcium lactate is 5 Gm. and that 
the drug must be given in aqueous solutions when the 
digestive tract is comparatively empty; that is, either 
before breakfast or several hours after food has been 
consumed. Larger doses prevent optimal absorption. 
(Jour. A. M. A., September 17, 1927, p. 968.) 


YEAST 


Yeast is rich in vitamin B. This is the only vitamin 
which it contains in important quantity as far as is 
known at present. According to New and Non-official 
Remedies, 1927, yeast has been used (a) in the past as 
a bactericide in the treatment of superficial infections, 
but this use of yeast has been practically abandoned; 
(b) as a sourse of vitamin B, for which yeast has 
been widely extolled; but, under usual conditions, the 
vitamin B requirement can be met by customary foods; 
(c) as a laxative, but only in case it does not cause 
intestinal distention; (d) in the past, as an internal 
remedy for furuncles and acne, but it is doubtful 
whether the benefit is in excess of the laxative effect; 
(e) as a stimulator of leukocytosis, but its efficacy in 
this respect is doubtful. The yeast obtained in grocery 
stores is essentially “brewers’ yeast.” It may be ob- 
tained either in semisolid form or in the form rendered 
solid by the addition of absorbent material. (Jour. A. 
M. A., September 27, 1927, p. 1080). 
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THE CERVIX AS A FOCUS IN CHRONIC DISEASE* 


Cuarites H. Mayo, M.D., and Craupe F. Drxon, M.D. 
Division of Surgery, Mayo Clinic 
Rochester, Minnesota 


the records of one of Hippocrates’ cases 
mention is made of a patient suffering from 
joint trouble who improved greatly following 
the “freeing of the mouth of much disease.” 

Benjamin Rush, more than 2,000 years later, 
remarked that improvement followed the extrac- 
tion of abscessed teeth in a case of “joint dis- 
ease.” During the last thirty years a great deal 
of attention has been given to this subject and 
many diseases are now considered to be caused 
and often maintained by foci of infection. 

Only a few men stand out in the development 
and promulgation of the modern idea that foci 
of infection may play a part in certain diseases. 
Billings and Deland blazed the trail, and there 
were not so many of us who made choice of 
their road. Rosenow, working first with Bill- 
ings, began experimenting in an effort to estab- 
lish or refute the idea that infected or abscessed 
teeth, infected tonsils and infected sinuses might 
be at the bottom of certain diseases. Hayden’s 
work has corroborated the work of Rosenow. 
While it is true that there are many diseases so 
caused, the theory of focal infection apparently 
is now at a lower ebb than it was a few years 
ago. This is probably a result of the growth of 
specialized medicine and the excessive zeal of 
practitioners who are filled with the spirit of 
achievement but are lacking in the ability to suc- 
ceed. Elective localization of bacteria and the 
transmutation of bacteria have been largely stud- 
ied by Rosenow, who has worked many years in 
this special field. 

Not infrequently such lesions as arthritis, urti- 
caria, or an inflammatory condition of the eye 
show little or no improvement following the re- 
moval of two or three devitalized teeth, the. ton- 
sils and perhaps an operation or two on the nose 
and sinuses. Sufficient work on focal infection 
has been done to arouse the suspicion that such 
treatment often fails because the focus has not 
been found or that only one of two or three foci 
have been removed, There are three possible 
sites of focal infection which are commonly 
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overlooked: the cervix, the prostate and the 
roots of teeth in edentulous patients. Definite 
foci of infection are not uncommonly found in 
patients all of whose teeth were removed many 
years before because they had been condemned 
and perhaps correctly so; yet a roentgen-ray ex- 
amination of the gums shows an abscessed root 
or two which has not caused local trouble but 
may have been responsible for an infectious 
process quite remote from the focus. 

Another common site of foci of infection is 
the prostate. Certainly the cervix and prostate 
should be as carefully examined as the teeth, 
tonsils and sinuses in any condition which may 
be thought to be caused by chronic foci. In this 
paper special emphasis is placed on chronic en- 
docervicitis. Before Emmet’s work little atten- 
tion was given to such pathologic processes in 
the cervix. 

The cervix develops from the second portion 
of Miiller’s duct; it originates quite independ- 
ently from the body of the uterus. The juncture 
of the uterus and the cervix forms the internal 
os, which serves as a sphincter and is therefore 
more or less a barrier to invading microorgan- 
isms. It is composed of circular muscular fibers 
lined with mucosa containing funicular glands 
which secrete mucus. The lymphatics of the cer- 
vix are connected in part with the lymphatics 
of the body of the uterus, 

Rosenow has placed the cervix on a par with 
the tonsils as a site of infection. However, the 
tonsils are probably better able to destroy infec- 
tion than the cervix is. 

The cervical mucosa is in numerous small 
folds. The circulation is comparatively sluggish 
and really affords a most excellent opportunity 
and site for the invasion and persistence of mi- 
crodrganisms. A large number of cases in 
women have been noted in which the disease, 
such as an inflammatory condition of the eye, 
rheumatism in a small joint, or urticaria, per- 
sisted until finally infection in the cervix was 
discovered and eradicated. 

A condition with similar possibilities exists in 
the male, namely prostatitis. The removal of 
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the tonsils and teeth frequently does not cure 
the evident disease but further search for possi- 
ble foci often reveals masked prostatitis which is 
amenable to treatment. 

Quite conclusive evidence has been presented 
that a great many of the gross lesions of the pel- 
vis quite often come from an infected cervix. 
The patient is subjected to a serious operation, 
diseased tissue is removed, subtotal abdominal 
hysterectomy may be carried out, but relief may 
be only temporary or partial. It is in such cases 
that the infected cervix, possibly responsible for 
the condition, should be removed. 

Dickinson cites a striking case of urticaria that 
was cured by the removal of an infected cervix 
after both tonsils and teeth had been removed. 
The patient had traveled widely in search of a 
climate that might ease the tormenting condition 
of the skin. 

In a hospital for the insane, Langstroth select- 
ed fifty cases in which there was evidence of 
focal infection. Eighteen of the patients showed 
definite improvement following the removal of 
infected teeth and tonsils but none of the eight- 
een was actually cured. In twenty-one of the 
cases there was definite evidence of endocervici- 
tis as well as infection of the teeth and tonsils. 
In fifteen of the twenty-one cases the teeth and 
tonsils were removed with little or slight im- 
provement. In seventeen of the twenty-one 
cases (in which there was demonstrable evidence 
of endocervicitis) the cervical mucous mem- 
brane was removed, and the patients were dis- 
missed as having recovered mentally. 

This work, of course, is not intended to con- 
vey the idea that insanity is commonly due to 
endocervicitis or any focus of infection, yet 
it does not seem unreasonable to infer that 
certain areas in the brain may be affected, since 
the same blood that carries microdrganisms to 
other organs and nerve tissue and causes them 
to become infected must also circulate in and 
supply the brain. 

Sturmdorf described how chronic infection 
in the cervix spreads along the lymphatics to the 
uterus and produces lesions there and in the ad- 
nexa. Although he was explaining the relation- 
ship of chronic cervical infection to dysmenor- 
rhea and sterility, his argument may be applied 
to the more remote effects of focal infection in 
the cervix. 

Benedict and his associates in the Clinic re- 





cently investigated twenty-four cases in which 
there were inflammatory lesions of the eye; 
eighteen patients were men and six women. In 
the men besides eradicating the usual foci they 
investigated the prostate. With the organisms 
obtained by prostatic massage forty-five animals 
were injected. In 29 per cent lesions of the eye 
were produced similar to those of which the 
patients were complaining. In the six cases in 
women, organisms were obtained from the cer- 
vix and injected into sixteen animals; 31 per 
cent showed definite lesions of the eye corre- 
sponding to those present in the patients. 

A woman came to the Clinic in 1922 because 
of chalazion of the right upper eyelid which sub- 
sided following treatment. About three years 
later she returned because of more “eye trouble” 
which was found to be due to corneal ulcers. 
This condition was treated for fifteen months but 
was never entirely cured. The history in this 
case was irrelevant except for an operation for 
ectopic pregnancy in 1922. The patient had 
complained of slight leukorrhea for many years. 
After all other possible foci had been eliminated 
all the interior of the cervix was removed, and 
cultured by Dr. Rosenow in glucose-brain broth. 
The culture showed streptococci. A vaccine was 
made and administered. There was an exacer- 
bation of the eye condition about one week after 
the operation, which was again treated locally. 
Two weeks after the operation the corneal le- 
sions had improved markedly. The vaccine was 
reduced to one dose each week. The patient has 
been free from trouble now for five months, 
whereas previous to the operation trouble had 
been almost constant for fifteen months with 
only temporary relief. 

Moench studied eighty-two miscellaneous 
cases of leukorrhea at the Clinic and found the 
most conspicuous organism to be a streptococcus. 
Cultures were made and injected into animals, 
following which three distinct pathologic condi- 
tions were observed in the animals at post- 
mortem, namely purulent arthritis, cholecystitis 
and hemorrhagic areas in the muscles. In some 
of the cases the purulent arthritis was the only 
lesion found. This work was done in an inves- 
tigation to determine especially the relationship 
of chronic endocervicitis to chronic arthritis. 
Moench has also recently studied carefully 
twelve cases of scleritis and episcleritis in wom- 
en from nineteen to sixty-one years of age. In 
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THE CERVIX AS A FOCUS IN CHRONIC DISEASE 


all the cases all possible foci were eradicated be- 
fore attention was given to the cervix; there 
was slight or no improvement. Investigation of 
the cervix revealed a definite infection of the 
mucous membrane; when this was cured and 
streptococcus vaccine injected definite improve- 
ment or complete recovery resulted. 

It is not our intention to convey the idea that 
every cervix should be operated on and every 
prostate massaged; but when a patient com- 
plains of some condition that suggests investiga- 
tion of possible foci of infection, the search 
should not cease until all the possible sources 
of focal infection have been carefully exam- 
ined. It usually does the patient little good to 
remove an abscessed tooth and leave tonsils 
which are definitely infected. The degree of in- 
fection in tonsils frequently cannot be ascer- 
tained until they are removed and examined. 

Whenever abdominal hysterectomy is per- 
formed it is wise for two reasons to remove the 
mucous membrane and gland-bearing tissue of 
the cervix. First, it is not uncommon for a pa- 
tient to return with carcinoma of the cervix fol- 
lowing subtotal hysterectomy. Nine such cases 
have been seen in the Mayo Clinic in the last 
three or four years; in one of them subtotal 
hysterectomy had been performed nine years 
before. Second, there is a possibility that the 
cervix will become a focus of infection. After 
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removal of the body of the uterus, the circula- 
tion in the cervix is decreased and a more fer- 
tile soil thus provided for infection. 
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GONOCOCCUS 
IMMUNOGEN COMBINED, STREPTOCOCCUS 
IMMUNOGEN, STREPTOCOCCUS IMMUNO- 
GEN COMBINED, PERTUSSIS IMMUNOGEN 
COMBINED, AND PNEUMOCOCCUS IMMUNO- 
GEN COMBINED NOT ACCEPTABLE FOR 
N.N.R. 

The Council on Pharmacy and Chemistry reports 
that Immunogen is the name applied by Parke, Davis 
& Co. to bacterial antigen products free or nearly free 
from bacterial cells and toxin. The firm requested the 
Council to consider a number (twelve) of these prod- 
ucts in 1924. The Council decided to consider eligible 
for acceptance those simple immunogens in the case 
of which similar bacterial vaccines stood accepted. Re- 
garding the “mixed” immunogens which had been pre- 
sented, the firm was informed that adequate evidence 
for the value of these preparations was lacking, but 
that any new evidence for their therapeutic value would 
be considered. The firm presented evidence which per- 


IMMUNOGEN, GONOCOCCUS' 


mitted the acceptance of two of the simple immunogens. 
In view of the inquiries received concerning the adver- 
tising claims made for immunogens, Parke, Davis & Co. 
was informed that the Council desired to take definite 
action in regard to those which had not been made 
acceptable. The firm was requested to send the adver- 
tising for the, as yet unaccepted, immunogens that were 
being marketed together with any further information 
which would aid in determining their acceptability for 
inclusion in New and Non-official Remedies. On the 
basis of the available evidence the Council denied ad- 
mission of the gonococcus and streptococcus immuno- 
gens to New and Non-official Remedies because no 
simple vaccines representing these organisms stand ac- 
cepted; the “combined” immunogens (Gonococcus Im- 
munogen Combined, Streptococcus Immunogen Com- 
bined, Pertussis Immunogen Combined, Pneumococcus 
Immunogen Combined) are held unacceptable for lack 
of adequate evidence of their therapeutic value. (Jour. 
A. M. A., September 17, 1927, p. 984). 
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CANCER OF THE UTERUS: THE OPPORTUNITY OF THE 


FAMILY PHYSICIAN IN ITS CONTROL* 





Jennincs C. Litzenserc, M.D. 
Minneapolis 





HE control of cancer is an unrealized dream, 

not because no progress has been made in the 
treatment, but because the etiology eludes detec- 
tion and prevention in general seems hopeless. 
In cancer of the uterine cervix, however, the 
“precancerous” condition is known and offers 
some hope of prophylaxis. 

In the booklet issued by the American Society 
for the control of cancer, the following statement 
is made: 

“Cancer, with our present knowledge, cannot 
be prevented, and our only hope lies in early di- 
agnosis and qualified interference.” This is not 
entirely true of cancer of the cervix uteri for the 
cause of the “precancerous” chronic irritation is 
known to be due to injuries from childbirth and 
infections. 

The family physician must take his part in 
educating the public to report at the appearance 
of any suspicious symptom such as irregular 
menstruation, intermenstrual bleeding, chronic 
discharge, particularly near or after the meno- 
pause. Bleeding or discharge after the meno- 
pause nearly always means cancer. 

He must also become an advocate of the peri- 
odic examination of the pelvic organs so that 
early diagnosis may be made and treatment in- 
stituted at once. Delay in treatment, even of a 
week, affects the cancer mortality. We have 
been shocked at the Cancer Institute of the Uni- 
versity to find that even after cancer has been 
suspected, or even diagnosed, there has been a 
delay of weeks and even months. One Institute 
reported that 25 per cent of entering cases had 
been examined by physicians on an average of 
seven months before admission. 

When the patient has symptoms which are not 
definite but may possibly indicate the presence 
of cancer, waiting for distinct symptoms is too 
often the policy. During this time the disease 
frequently becomes incurable. 

BIOPSY 
In all cases that are in the least suspicious, a 





*Read before the Annual Meeting of the Minnesota State 
Medical Association, Duluth, Minnesota, June 30 to July 2, 
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diagnostic curettage and a biopsy should be made 
with little fear of metastasis. 

Frances Carter Wood showed that in rats the 
incised malignant tumor and the non-incised tu- 
mor showed the same percentage of lung me- 
tastasis. 

TREATMENT 


The family physician should also be familiar 
with the most modern ideas of treatment, so 
that he may properly advise his patients. 

Hysterectomy is considered the method of 
choice in cancer of the body of the uterus be- 
cause it gives good results, but most surgeons 
irradiate before or after the operation and some 
do both. 

In cancer of the cervix, however, irradiation 
has almost completely displaced hysterectomy. 

In spite of improved radical surgery, the re- 
sults are still so discouraging that a great ma- 
jority of leading surgeons all over the world are 
abandoning hysterectomy for cancer of the cer- 
vix, in all except the very earliest cases. For 
example, Déderlein, Bumm, Kehrer, Menges, 
abandoned surgery several years ago. In Switz- 
erland, such a leader as Beutner of Geneva 
never employs surgery for cancer of the cervix. 
In France, the great Hartmann, Ragand, Siredey, 
and Nogier seldom do a hysterectomy for this 
purpose. Likewise in Sweden, Norway, Holland, 
the British Isles, Austria, Italy, and America, 
great names have gradually added their lustre to 
the galaxy of surgeons advocating irradiation as 
the procedure of choice in practically all cases of 
cancer of the cervix. 

In 3,905 cases treated by radical surgery, and 
collected by Dr. R. E. Swanson of the Cancer 
Institute at the University of Minnesota, 16 per 
cent were cured. He also collected 4,654 treated 
by irradiation, of which number 17 per cent were 
cured, 

There is little advantage for irradiation in the 
statistics of “five year cures” in early cases, but 
when primary mortality and treatment of inoper- 
able cases are considered, irradiation has a dis- 
tinct advantage. 
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The immediate mortality from hysterectomy is 
one in three, and in irradiation, one in one hun- 
dred. 

“In cancer of the cervix, the procedure of 
choice is irradiation, which is not equalled in 
any other field” (Crile). 

At the World Cancer Conference last year, I 
heard Hartmann of France say: “Irradiation is 
better than the knife in cancer of the cervix,” 
and I heard Crotti of Italy, De Vries of Holland, 
and representatives of all countries, at the con- 
ference, agree with Hartmann. 

The necessity for doing something more than 
make an early diagnosis and institute proper 
treatment at once is attested by the fact that 
in spite of ten years of public education, better 
diagnostic methods, improved surgery, and the 
marvelous development of irradiation—cancer 
mortality steadily increases. 

More than 100,000 persons die of malignancy 
every year in the United States. According to 
the last printed U. S. census (1924), the total 
mortality was 191,138 in the registration area 
(eight states not in the area). Of these deaths, 
11,403, or 12.5 per cent, were due to cancer of 
the uterus. The same census report shows that 
the cancer deaths in Minnesota numbered 2,575, 
of which 247 were from cancer of the female 
genital organs. 

According to statistics, cancer is tremendously 
on the increase, the above figures being 46 per 
cent more than the cancer deaths in 1900. The 
cancer mortality in 1900 was 63 per 100,000 
population, and in 1924 it was 86 (corrected 
rates). The deaths from tuberculosis in 1900 
were 182 per 100,000, and in 1924 they were 89 
per 100,000, graphically showing what improved 
treatment, prophylaxis and education of the pub- 
lic may do when intelligently undertaken. 

May we not show similar results, if we will 
but grasp our opportunities for the possible pre- 
vention of cancer of the cervix? 

But there are those who tell us that cancer 
mortality is not increasing, that the apparent 
increase is due to improved diagnosis, that the 
span of human life has been lengthened and 
therefore there are more people of cancer age to 
have cancer. , 


We must admit the improvement in diagnostic 
methods and that the span of human life has in- 
creased nine years since 1911, but even these 
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cannot account for all the increase. It is not 
probable that the diagnosis of the accessible can- 
cers of the skin, breast and mouth has improved 
very much, yet malignancies in these locations 
show increases from 2.9 in 1900 to 8.6 in 1924, 
about proportionate to the increases in less ac- 
cessible locations. 

Cancer mortality doubled in England in thir- 
teen years. There are now 2,500 more deaths 
per year in the United States than occurred 
when the campaign for control of cancer began 
ten years ago. 

Effective control of any disease can come only 
with the discovery of its etiology. Although the 
definite cause of cancer still eludes detection, 
much has been learned through research. Many 
things that it is not have been determined, for 
example, it is not infectious, communicable, or 
parasitic. Also much has been learned about its 
age, sex, family and racial incidence, and the 
susceptibility of certain organs, and many other 
factors in etiology. 

The one definite, outstanding fact about which 
all agree is that cancer occurs primarily as a 
local disease at sites of chronic irritation. “Can- 
cer never begins in a healthy spot” (Bloodgood). 
“No one has yet seen a cancer which was not 
preceded by some form of chronic irritation” 
(W. J. Mayo). 

Familiar sites of precancerous chronic irrita- 
tion are the lip, buccal cavity, stomach, rectum, 
breast and uterus. Of all malignant tumors, 
authorities agree that none is preceded by more 
constant “precancerous” conditions than cancer 
of the cervix uteri, namely cervicitis and birth 
injuries. Less than five per cent of cancers of 
the cervix occur in women who have not had 
birth injuries, and probably all of them have in- 
fected cervices. Because of this knowledge, the 
ease of diagnosis on account of its accessibility, 
and its familiar symptoms, it is peculiarly ame- 
nable to treatment. Furthermore, the conditions 
are curable by methods applicable by any physi- 
cian. 


Leukorrhea.is the commonest, and one of the 
most important, symptoms in gynecology. It al- 
ways means cervical infection and hence chronic 
irritation. Physicians do not seem to realize its 
great importance, medical students evidently are 
not taught its dangerous significance, and almost 
nothing has been done to educate the public that 
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it may be a forerunner of cancer. It is viewed 
by the “familiarity that breeds contempt” not 
only by women, but all too often by the physician 
as well. 

Healey believes that trauma, tears, and the 
destruction of the lymphatic protective power, or 
large destruction of epithelium, as seen in ero- 
sions, are a source of chronic irritation. ‘“No- 
body ever saw a cancer arise in a scar, healed 
by first intention” (Delbet). 

It is not necessary for us to side with those 
who believe that the scar tissue causes the irrita- 
tion, or with those who assert that the infection 
and the resultant ectropion and erosion is the 
real cause, for they usually occur together; and 
more than 95 per cent of women with cancer of 
the cervix, lacerations and, infection. Perhaps 
if chronic cervicitis were properly treated, we 
would have no cancer of the cervix. 


Erosions of the cervix and ectropion, due to 


lacerations, may become malignant. They are 
distinctly “precancerous” conditions and are cur- 
able by simple means, in most cases applicable in 
the office by any physician. 

I shall not detail the pathology and treatment 
of the infected, lacerated cervix, but shall only 
mention some points, and I refer you to the pa- 
per of Matthews in the Journal of the American 
Medical Association (November 27, 1926) for 
details. 

The chief symptom is leukorrhea, which 
should never be allowed to continue, because it 
always indicates infection of the cervix. Lacera- 
tions cause ectropion with exposure of the endo- 
cervical mucous membrane and glands to infec- 
tion. This results in profuse mucous secretion 
followed by erosion, hyperplasia and hypertrophy 
of the whole cervix, Nabothian cysts, blood and 
lymph stasis, and epithelial cell proliferation. 
With reference to this proliferation, Matthews 
says: “It is only a step from this extreme cell 
proliferation with an orderly arrangement that 
occurs in hyperplastic cystic cervicitis, to the dis- 
orderly arrangement found in cancer.” The 
necessity of prophylaxis is therefore quite ap- 
parent and should be undertaken early in order 
to prevent long continued irritation and the 
necessity for operation. 

The treatment par excellence is the “stripe” 
cautery method of Dickinson, by which the 
eroded, recently lacerated cervix, so commonly 





seen eight or ten weeks after labor, can he 
healed and rolled in, from four to-eight weeks, 
Three or four radial “stripes” are made with 
the cautery, on each lip of the cervix, extending 
from well up in the canal, outward to the limit 
of the erosion. 

Nabothian cysts remaining between the stripes 
should be punctured. Because of the small 
amount of pain, it may be used as an office pro- 
cedure. Old, deep infections may require deeper 
cauterization under anesthesia. Operations upon 
the cervix will be obviated by this procedure in 
most cases. Of course deep tears must be re- 
paired. In a few cases, amputation of the cervix 
by the Schroeder or Sturmdorf technic may be 
necessary. 

Matthews’ results, in the earlier cases, were 80 
per cent cured, and 20 per cent improved; none 
unimproved. In the older, deeper infections 
treated by deeper cauterization under anesthesia 
he had 51 per cent cured, 33 per cent improved, 
and 16 per cent unimproved. His results, fol- 
lowing the Sturmdorf amputation of the cervix, 
were 70 per cent cured, 23 per cent improved and 
7 per cent unimproved. Others have had similar 
success. 

We have been successfully using the same 
methods for a shorter time, but we feel, for 
the first time, that we can cure “leukorrhea.” 
Leukorrhea is the chief symptom of cervicitis, 
the precursor of cancer of the cervix. 

I again quote from Matthews: “Let every 
gynecologist realize his unique privilege in that 
his specialty presents a condition which develops 
within the field of his vision and touch, cervicitis, 
a common precursor of cancer. Let every 
chronic cervicitis be approached, not as a cer- 
vical catarrh, or an hypertrophy, or laceration, 
but as a prologue of an epithelial drama whose 
curtain may be a malignant death.” 

SUMMARY 

The opportunities of the family physician in 
the problem of control of cancer include public 
education, periodic pelvic examination, early 
diagnosis, biopsy and curettage in all suspicious 
cases; insisting upon immediate treatment and 
an understanding of modern therapeutic meas- 
ures. His great opportunity, however, lies in the 
fact that the precancerous conditions are easily 
accessible for diagnosis and treatment, which 
in most instances can be done by any physician, 
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in his office, with the assurance of success in 
more than 80 per cent of cases. 
The specialist sees relatively few cases; the 


family physician many. Therefore the preven- 
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tion of cancer of the cervix uteri, as far as it 
may be possible by curing the precancerous con- 
dition, is distinctly the duty and the great oppor- 
tunity for service of the family physician. 





THE COST OF MEDICAL CARE 

How many people with cancer are there in the 
United States who are not able to pay for the medical 
care which they require? To how many are facilities 
for free treatment available? To what extent are 
cancer patients able to pay for the medical attention 
which they require? These are questions for which 
there are as yet no answers. 

An organization was formed at Washington on May 
17, 1927, to make a thorough investigation of the 
availability of medical care for those who need it be- 
cause of cancer and other diseases. It is hoped that 
within five years information of much pragctical value 
may be collected. The work of the Committee prom- 
ises to be of far-reaching consequence. The new or- 
ganization is called “The Committee on the Cost of 
Medical Care.” 

The first meeting was called a “Conference on the 
Economic Factors Affecting the Organization of Med- 
icine.” It was attended by 60 physicians, sanitarians, 
economists and “other persons representing the general 
public.” Dr. George A. Soper, Managing Director of 
the American Society for the Control of Cancer, was 
one of those who were invited to be present. The fol- 
lowing persons subscribed their names to the call for 
the meeting: Lewellys F. Barker, M.D., William Dar- 
rach, M.D., Michael M. Davis, Ph.D., Walton H. 
Hamilton, Ph.D., J. Shelton Horsley, M.D., John A. 
Kingsbury, C. C. Pierce, M.D., W. S. Rankin, M.D., 
W. C. Rappleye, M.D., Winford H. Smith, M.D., John 
Sundwall, M.D., Edgar Sydenstricker, L. R. Thomp- 
son, Ray Lyman Wilbur, M.D., Prof. C.-E. A. Winslow, 
H. H. Moore. 

Dr. Louis I. Dublin, in an address, stated that the 
Bureau of Labor Statistics gave the cost of medical 
attendance as $60 per family per year. Detroit’s family 
welfare agency found workmen’s families paid $80. 
The employees of the Metropolitan Life Insurance 
Company also paid $80 a year for medical attendance. 
It was estimated that of the 70,000 million dollars of 
our annual income from all sources 3,000 to 4,000 mil- 
lion are spent on illness, including payments to physi- 
cians, dentists, hospitals, nurses and druggists. Appar- 
ently the physician gets half of this amount; dentists 
about 20 per cent; druggists and instrument makers 
another 16 per cent for medicines, dressings, and 
various appliances; hospitals 7 per cent; nurses 5 per 
cent. As a result, baffling problems connected with 
diagnoses, long illnesses, and surgical costs occur. It is 
estimated that 10 per cent of the treatment of the sick 
is now carried on in dispensaries throughout the coun- 
try. 

The family incomes from which the cost of illness 
must be paid were surveyed in a paper by Dr. Leo 
Wolman, who stated that 67 per cent of our popula- 





tion had family incomes of $1,450 a year or less and 
only 6 per cent had incomes of $2,900 or more. He 
found that 90 per cent had annual incomes of less 
than $2,000. 

Dr. Michael M. Davis said that the lower the income 
the more the sickness was likely to be. About a quar- 
ter of all the families of the country had serious illness 
in the course of a year and for this they had to pay 
between $100 and $500. Whereas for 75 per cent of the 
population the annual cost of sickness was bearable, 
for the other quarter it was heavy. It was desirable 
to know how much a family of moderate means re- 
ceived in the way of prevention and care of sickness 
for $40 or $80. It was not only inadequate income but 
inadequate medical service which was at fault. This 
inadequate medical service was in itself the cause of 
sickness. 

Since the meeting of May 17, a bulletin of informa- 
tion has been issued from the temporary office of the 
Committee, 1724 I Street, N.W., Washington, D. C. 
From the bulletin we learn that the following program 
has been planned: 

(1) To conduct an analysis of the problem of med- 
ical organization, particularly of its economic factors. 

(2) To plan a series of researches on the basis of the 
proposed analysis, utilizing, as the committee may see 
fit, the outline of studies prepared by the Committee of 
Five appointed at a preliminary conference held in 
Washington April 1, 1926. These studies are to be 
assigned to various interested agencies and individuals, 
and they will be subsidized only when they can not be 
properly undertaken without financial aid. 

(3) To conduct a limited number of studies when it 
becomes evident that they can not be handled ade- 
quately by any existing agency. 

(4) To arouse the interest of professional groups 
and the public in the facts regarding medical service 
as they become available, particularly in the results of 
the committee’s studies. The committee will promote 
discussion by medical, public health and economic 
agencies, arrange or encourage addresses before organ- 
izations of the “consuming public” and conduct various 
kinds of conferences. The publication of articles in 
professional and popular journals will be provided, and 
reports on the committee’s researches be issued. 

The new committee numbers twenty. Ray Lyman 
Wilbur is chairman and C.-E. A. Winslow, vice-chair- 
man. There is an executive committee of four, con- 
sisting of C.-E. A. Winslow, Chairman; Michael M. 
Davis, Haven Emerson and P. Shelton Horsley. The 
committee is to meet once a month. Of the annual 
budget of $40,000, $10,000 has been granted by the 
Twentieth Century Fund and $15,000 has been received 
from the Milbank Memorial Fund—Campaign Notes, 
Am. Soc. Control of Cancer. Sept., 1927. 








CONTROL OF THE PYLORUS* 


Cuar_es B. Wricut, M.D., and Grace Mepes, Pu.D. 
Minneapolis 


EVIOUS to the introduction of the +-ray, 

medical men looked upon the test meal as be- 
ing of great diagnostic importance. With this 
more exact method of discovering cancer, gastric 
analysis, in the minds of many men, certainly, 
seemed of questionable value. 

The association of no acid with pernicious 

anemia and of hydrochloric acid in chronic ulcer, 
however, still makes the tube necessary and stim- 
ulates us to try in every possible way to learn 
more about the regulation of the hydrochloric 
acid. 
. A satisfactory explanation of why the curves 
of acid in ordinary gastric analysis should vary 
so much from the concentration of 0.5 per cent 
found in pure gastric juice in dogs over thirty 
years ago by Pavloff, and confirmed in man by 
Carlson and others, has never been offered. The 
fact that such curves, therefore, can be pro- 
duced clinically is of great importance. This has 
recently been accomplished by Doctors Berglund 
and Walquist using hypodermic injections of 
ergamine and studying the secretions of the fast- 
ing stomach. 

The further observation that no acid could be 
produced by ergamine in cases of pernicious 
anemia may be of considerable practical impor- 
tance in separating the achylias. If, in normal 
individuals, the concentration of hydrochloric 
acid in pure gastric juice is 0.5 per cent, what 
are the various factors modifying this secretion 
to keep it down to the 0.2 per cent which is or- 
dinarily found? 

In 1914, Rehfuss and his co-workers, by the 
use of the Einhorn tube, gave us an exceedingly 
valuable method of studying gastric physiology. 
Their work showed a confirmation of Boldy- 
reff’s work on dogs ten years before. Boldyreff 
had concluded that gastric acidity was kept 
around .15 to .2 per cent by reflux of duodenal 
contents, principally by the pancreatic juice, and 
that high acidity tended to open the pylorus. 





*Read before the annual meeting of the Minnesota State 
Medical Association, Duluth, Minnesota, June 30 to July 2, 1927. 
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Rehfuss and his co-workers found both bile 
and trypsin in the gastric contents and they de- 
scribed a variety of acidity curves in the same 
individuals with different meals and in different 
individuals with the same meal. 

About 1920, a group at Guy’s Hospital began 
working with fractional analysis. Bennett and 
Ryle examined 100 healthy students. They found 
all kinds of curves of acid, varying from a 
straight line to a peak of .25 per cent; but in 80 
per cent there was some similarity in the type of 
curves. 

Bolton and Goodhart, and Baird, Campbell and 
Hearn, by the estimation of the total chlorides, 
were able to straighten out some of these curves. 
They found that some cases with high acidity 
might be explained by defective neutralization, 
and some cases of no acid or low acid explained 
by excessive neutralization. 

They found in some cases evidence of neutra- 
lization where they felt they had entirely elim- 
inated the possibility of regurgitation. They, 
therefore, fell back on an antral mucus, which 
Ivy has shown to be alkaline, to explain neutral- 
ization in some cases. 

There are three tests of stomach contents 
which are conclusive as to duodenal regurgita- 
tion: one is the presence of bile, one, trypsin, 
and a third the inversion of cane sugar (the lat- 
ter only permissible in cases of complete achylia). 
Although the workers at Guy’s admitted the im- 
portance of pancreatic juice, they used only bile 
as a positive test for regurgitation in their ex- 
periment. Their possible error will be discussed 
later. 

In a study of a series of cases on the medical 
service of the University Hospital by Grace 
Medes and myself we decided to give particular 
attention to the effects of various dilutions of 
acids: first, on a group of complete achylias in 
pernicious anemia; and, second, on a miscellane- 
ous group. 

Twenty-two examinations were made on cases 
as follows: 
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CONTROL OF THE PYLORUS 


10 total achylias, giving no acid on fractional 
meals or after injection of ergamine (per- 
nicious anemia), 

4 duodenal ulcers, 

1 retroperitoneal tumor, 

1 asthma, 

1 compression myelitis, 

2 simple achylias, 

1 pyloric obstruction, 

1 normal, 

1 pylorectomy by the Polya method. 

The contents of the fasting stomach were re- 
moved through the Rehfuss tube with the olive 
located in the lower part of the stomach. The 
stomach was then washed at three to five minute 
intervals with small amounts of water or of the 
reagents selected and samples immediately with- 
drawn; or the reagents allowed to remain in the 
stomach and portions fractioned out in five to ten 
minute intervals. 

The samples obtained were examined by Doc- 
tor Grace Medes for bile and tested for the pres- 
ence of trypsin, by Folin’s method, and in three 
instances for reduction of cane sugar. The first 
ten experiments were on cases of pernicious 
anemia. 

The fasting contents were removed and the 
stomach washed several times with 250 c.c. of 
water at 37 degrees and completely emptied after 
each washing. Another 250 c.c. were then in- 
troduced and samples removed at once and after 
ten minute intervals for fifty minutes. These 
samples were tested for bile, trypsin activity, and 
sucrose. The last named were tested for by in- 
cubating a few c.c. of each sample with a solu- 
tion of cane sugar and the solution tested, after 
four hours, with Benedict’s reagent for reducing 
substances. The solutions used were water, so- 
dium carbonate, and various strengths of acid 
from .09 up to .4 per cent. 

One fact brought out by these data is the 
frequency with which trypsin and bile appear 
independently. In the fasting contents trypsin 
was present in all cases examined, while in per- 
nicious anemia bile was present in seven out of 
nine cases and the miscellaneous cases in four 
out of nine. 

While the occurrence of bile without tryspin 
is rare, the occurrence of trypsin without bile 
appears with considerable frequency, and in one 
case bile was absent during the entire experi- 
ment, although trypsin appeared repeatedly. 
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Rehfuss and Hawk, in 1915, found bile in 36 
out of 67 cases tested and trypsin in 34 out of 36. 

Baird, Campbell and Hearn, in 1924, failed to 
recognize this fact in discussing the neutraliza- 
tion of the gastric acidity. They aspirated 
simultaneously from tubes in the stomach and 
duodenum. They found that when bile was 
flowing from the duodenal tube none was ob- 
tained from the stomach, and they concluded that 
the neutralization of the gastric acidity which 
occurred in these experiments must be due to 
the alkaline secretion of mucous glands of the 
pylorus. There is, however, evidence of ana- 
tomical as well as of physiological nature, that 
bile and pancreatic juice may enter into the duo- 
denum separately. 

As is well known, the pancreatic duct and the 
bile duct usually enter the duodenum through 
the common duct. Baldwin, however, has shown 
that in 25 per cent of the cases investigated by 
him the ducts open separately. 

There is no evidence to show that the secretions 
from the gallbladder and the pancreas always 
flow at the same time, and it seems quite reason- 
able to assume that one might get bile contain- 
ing little or no pancreatic secretion. 

Further, Baldwin found that the accessory 
duct, the duct of Santorini, which opens about 
three-fourths of an inch to one inch higher up 
than the common bile duct, was patent to-injec- 
tion in 77 per cent of the cases and patent to dis- 
section in over 85 per cent of the cases. He 
found, also, in some cases that this duct was 
large and apparently performed most of the 
work; in others it was smaller and sometimes 
entirely functionless. 

It seems reasonable to suppose that pancreatic 
juice might flow to a varying extent through 
this duct even when the common duct is not 
functioning and no bile is getting into the duo- 
denum; and in the cases pictured by Baird, 
Campbell and Hearn, where a duodenal tube was 
placed at the level of the ampulla, and the bile 
removed by continuous aspiration, it may be that 
bile-free duodenal content containing pancreatic 
juice was secreted into the duodenum through 
the accessory duct and regurgitated into the 
stomach. 

In the washings which followed the fasting 
contents, regurgitation was found most frequent- 
ly with the use of water, about the same number 
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of times with sodium bicarbonate, and with de- 
creasing frequency under the influence of acids 
of increasingly greater concentration. Where 
there was strong acid in the fasting stomach, as 
in a case of duodenal ulcer, it disappeared 
rapidly by keeping 250 to 300 c.c. of water with 
1 per cent sodium bicarbonate in the stomach. 
Water leaves the stomach very rapidly as shown 
by Ivy. This is evidently not in harmony with 
Boldyreff. However, when the concentrations of 
0.5 per cent HCl were reached, the patient usually 
either vomited or felt definite symptoms of 
gagging, and this was almost invariably accom- 
panied by the passage of bile and pancreatic 
juice in large amounts through the pylorus. We 
therefore used 0.3 per cent HCl in most of our 
cases and found that unless very large amounts 
were used gagging seldom occurred. 

The ease with which the gastric content could 
be kept acid was also quite striking in the com- 
plete achylia cases. Hurst found that two drams 
of dilute HCl if given just before and during a 
fractional meal would give a normal curve of 
acid in cases of pernicious anemia, the peak of 
one of his curves going to over 80, or .29 per 
cent acid. 

Some of our cases tolerated this percentage 
of acid very well for periods of thirty to forty 
minutes. Three cases, on the other hand, be- 
gan gagging and vomited on .09 per cent acid, 
and complained of intense burning just below and 
to the left of the xyphoid, about the location of 
the lower end of the esophagus. It was further 
noted that even where acid was high on the 
fasting stomach it disappeared when about 250 
or 300 c.c. of weak sodium bicarbonate were 
kept in the stomach for a very brief time. 

In the pernicious anemia cases, the regurgita- 
tion occurred in 100 per cent of the cases in which 
the fasting contents were tested, in 92 per cent 
of the water washing cases, 91 per cent of the 
0.09 per cent HCl samples, and in 62, 44 and 31 
per cent with 0.14, 0.2 and 0.3 per cent HCI solu- 
tions respectively. 

The records for miscellaneous cases are not 
dissimilar except for the frequency of regurgita- 
tion in the presence of water, which was some- 
what less (74 per cent), probably indicating de- 
creased tonus of the pyloric sphincter in per- 
nicious anemia. 

The decrease in the tendency of regurgitation 
to occur in the presence of acid is probably due 
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to a direct effect on the pyloric sphincter an4 
not to inhibition of the secretion of either bile 
or pancreatic juice, because it has been shown 
that the secretion of bile and pancreatic juice is 
stimulated, rather than inhibited, by acids. This 
fact was early brought out by Bayliss and Star- 
ling and confirmed by Pavloff. They found the 
secretion decreased by alkalies. 

Some light may be thrown upon the mechan- 
ism by which the decrease of regurgitation with 
ingestion of acid is brought about by a consid- 
eration of our patient who had undergone a 
Polya resection and in which the entire pylorus, 
as well as the pyloric sphincter was removed. 

Tryptic digestion was secured from all but one 
of the samples recovered. Bile was present in 
almost all and no sample was negative for both. 
This experiment seems to indicate that bile and 
trypsin are presents in the duodenum a consider- 
able portion of the time, but are prevented from 
entering the stomach for brief periods during 
which the plyorus is closed. 

Ryle, in 1926, discussed the mechanism of re- 
gurgitation at length and he felt that there was 
a more or less constant “to and fro” movement 
between the duodenum and the stomach and that 
any stimulus that would increase the tone of the 
musculature including the pyloric sphincter would 
tend to decrease the amount and frequency of 
regurgitation. 

Carlson has shown that usually the pylorus 
is in a state of moderate tonus, with periodic 
variations between extreme spasm and complete 
relaxation, and that mechanical or chemical 
stimuli or irritation of the duodenal mucosa may 
bring about contractions of the pylorus. This 
might be the explanation of our results. 

May we conclude then that the pylorus for 
the most part is normally in a state of slight 
tonus and that in achylia is in marked relaxa- 
tion, except when stimulated to close; that, as a 
result of periodic movements in the upper duo- 
denum as described by Hicks and Visher in 1915, 
the duodenal contents are forced into the stomach 
at moments when pressure in the duodenum 
rises above that in the stomach, and that the 
contents of the stomach may pass back into the 
upper duodenum as the period of relaxation fol- 
lows. 

These views are supported by our findings of 
fractional test meals, regurgitation of either bile 
or tryspin occurring in 100 per cent of the cases. 
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In two of them both bile and trypsin were pres- 
ent; in one of the others bile appeared without 
trypsin and in the remainder trypsin without bile. 

Regurgitation tends to occur in increasing 
amounts in the last fractions removed as the 
stomach emptied. This phenomenon was ob- 
served in our previous experiments and has been 
mentioned frequently by other workers (Ryle 
and Ivy). 


SUMMARY 


Regurgitation of the duodenal contents into 
the fasting stomach occurred in 100 per cent of 
our cases. It may occur in the presence of a 
test meal, or any of the reagents mentioned 
above. 

HCI in 0.9 per cent solution inhibited regurgi- 
tation somewhat more than water and NaHCO, 
while more concentrated acids (up to 0.3 per 
cent) decreased it in about 30 per cent of our 
cases. 


Regurgitation takes place with special fre- 
quency as the stomach is emptied, regardless of 
the type of the meal employed. 

The regurgitated material may include bile, 
trypsin, and secretions of duodenal mucosa. 
These may occur together or separately. 

Bile is regurgitated rarely without trypsin and 
trypsin much more frequently without bile. The 


ratio of bile to trypsin increased in the presence 

of acid. 
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BISMARSEN 


The Council on Pharmacy and Chemistry publishes a 
preliminary report on Bismarsen, the name given by 
the Abbott Laboratories to a new derivative of arsphe- 
namine containing bismuth and proposed for use intra- 
muscularly in the treatment of syphilis. Bismarsen is 
the sodium salt of a bismuth derivative of arsphe- 
namine methylene sulphonic acid, the exact structural 
formula of which has not been established. The Coun- 
cil reviews a report of clinical trials made by Drs. 
Stokes and Chambers and of a study made for the 
Council. The Council finds that the available evi- 
dence is insufficient to permit the acceptance of the 
drug for New and Non-official Remedies; however, 
the generally favored character of the reports together 
with the fact that Bismarsen is a chemical substance of 
controlled composition is sufficient to warrant its fur- 
ther trial by physicians with due recognition of the fact 
that the drug is still in the experimental stage. For 
the information of those who desire to use this com- 
pound, the Council publishes a description of the 
chemical properties, the actions, uses and dosage of the 
drug. (Jour. A. M. A., July 16, 1927, p. 204.) 


FROM JUDGE GARY’S WILL 


I earnestly request my wife and my children and 
descendants that they steadfastly decline to sign any 
bonds or obligations of any kind as surety for any other 
person or persons; 

That they refrain from anticipating their income in 
any respect; 

That they refuse to make any loans except on the 
basis of first-class, well-known securities ; 

And that they invariably decline to invest in any un- 
tried or doubtful securities or property or enterprise 
or business. , 

They should reject any representations or opinions 
of others if involved in any doubt. 

They will be approached frequently with suggestions 
for investment that are not entitled to be relied upon 
from a business standpoint. 

I hereby direct that no legatee, devisee or beneficiary 
of a trust under this will shall ever, under any condi- 
tion, be permitted to anticipate, convey, assign, mort- 
gage, encumber or charge any legacy, devise or income 
payable to him or her under this will, or any part 
thereof, before it is due and payable. 











THE EVALUATION OF A GASTRO-INTESTINAL REPORT* 


P. M. Hickey, M.D. 
Ann Arbor, Michigan 


N the business world, it has been found of 

profit to take an inventory at certain regular 
stated periods, appraising the value of the stock 
on hand, and to take active measures to get rid 
of waste accumulation. In the roentgenologic 
world, it is of benefit to take inventory of our 
roentgenologic knowledge, to appraise its value 
both from an academic and clinical standpoint, 
to clear off from the shelves of our minds what 
we have learned to be of little value, and to 
stimulate ourselves toward the acquirement of 
what will be a benefit to our patients. We will, 
therefore, for a few minutes take stock of our 
knowledge of the #-ray examination of the 
gastro-intestinal tract. 

In starting this inventory, we must bear in 
mind the basic principles of an x-ray examina- 
tion, whether by the film method or by the fluor- 
oscope. An x-ray is simply a record of density 
of the part under examination. In order to pro- 
duce records of maximum density, it is impor- 
tant to introduce into the digestive canal an 
insoluble salt of barium. As the patient swal- 
lows the opaque medium, we can visualize the 
size, contour, and position of the esophagus, and 
later the stomach and intestinal tract. It is 
necessary for the examiner to have had enough 
training and experience so that he can recognize 
the normal outlines before he concerns himself 
with questions of diagnosis of pathologic condi- 
tions. Unlike most of the other x-ray examina- 
tions of the body, such as the skull and long 
bones, where the parts are motionless, the ex- 
amination of the gastro-intestinal tract by the 
fluoroscope will give us a concept of the muscular 
activity of the digestive canal. We are able 
to study the function and activity of the muscu- 
lature. It therefore follows that the x-ray ex- 
aminer will contribute little of importance in the 
study of a given case unless he brings an ex- 
perience based on many examinations, particu- 
larly those of proven cases. The writer recently 
received a letter from a physician in which he 
said that he was having pretty good luck in 
taking x-ray “pictures” but he was having some 


“Read before the annual meeting of the Minnesota State 
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trouble in interpreting what he saw. In reply 
I advised him to take a two years post-graduate 
course in roentgen interpretation before ventur- 
ing to express diagnostic conclusions. Within 
the last week a patient came to the University 
Hospital, stating that he had been told that he 
had a duodenal ulcer, that he had the week 
before taken a barium meal after which the ex- 
aminer had made one large plate and on the next 
day another plate had been made. At no time 
during the examination had he been examined 
with the fluoroscope—another example of fools 
rushing in where angels fear to tread. One of 
the difficult tasks of the writer’s position is to 
receive by mail an x-ray film of the stomach 
taken immediately after a barium meal, a four 
hour film, and a twenty-four hour film, with 
a request for a diagnosis, a request difficult to 
answer without calling a spade a spade. It 
would be hard to estimate the number of physi- 
cians possessing x-ray machines for whom the 
subject of gastro-intestinal diagnosis is a closed 
book. Unfortunately some of them at least do 
not realize their lack of experience and knowl- 
edge. The writer is acquainted with one physi- 
cian, who, on purchasing an x-ray machine, made 
eight examinations of eight different patients, 
one plate of each, with eight different diagnoses, 
all of which were wrong when the patients came 
to operation. We may, therefore, say very de- 
cisively that the value of an x-ray examination 
in determining a normal or pathologic condition 
of the gastro-intestinal tract is directly propor- 
tionate to the skill and experience of the roent- 
genologist. 


Granting that a roentgenologist of skill and 
experience is absolutely necessary in giving out 
diagnoses of value, we may next discuss the 
scope and limitations of #-ray diagnoses of the 
gastro-intestinal tract. In considering diseases 
of the esophagus, we are struck by the fact that 
the recognition of the average case of carci- 
noma of the esophagus is made very late in the 
clinical course. In a perfunctory routine ex- 
amination of the esophagus, the early manifes- 
tations of carcinoma may be easily overlooked. 
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The present methods of diagnosis and treatment 
of cancer of the esophagus are a crying reproach 
to our profession. The slightest interference 
with the lumen or the function of the esophagus 
should entitle the patient to an esophagoscopy. 
Only by concentrating our efforts on our technic 
with the use of barium gelatine bougies and ex- 
aminations in oblique projections in the prone 
and supine positions, will we avoid some of the 
odium which falls upon all of us at the present 
time. ; 

In #-ray examinations of the stomach, the ex- 
aminer should make use both of the fluoroscope 
and multiple film exposures. Each method 
should supplement the other, the one visualizing 
movement and the other recording detail. 
Lesions of the upper part. of the stomach may 
be easily overlooked unless the patient is ex- 
amined in the Trendelenburg position. 

The important pathologic conditions of the 
stomach capable of x-ray demonstration are: 
(1) ulcer of the stomach; (2) carcinoma of the 
stomach; and (3) ulcer of the duodenal bulb. 
The ease with which gastric ulcer can be de- 
tected depends upon the location of the ulcer 
and whether the pathologic changes are such as 
to change the gastric outline. Ulcers involving 
the lesser curvature of the stomach lend them- 
selves more easily to detection than those on the 
posterior wall. Superficial erosions of the gastric 
mucosa may easily escape detection, or if there is 
simply a disturbance of the rhythm of the peri- 
staltic waves, the conclusions may be indeter- 
minate. If there has been a penetration or a 
perforation of the stomach wall so that the result 
is a pocket or niche, the diagnosis is easily made 
as the appearance is pathognomonic. The roent- 
genologist is sometimes reproached with the fact 
that he cannot always differentiate between an 
ulcer and a carcinoma. However, the same dif- 
ficulties confront the surgeon, and both the roent- 
genologist and the surgeon are oftentimes com- 
pelled to transfer the burden of diagnosis to the 
pathologist. Naturally a painstaking technic 
is of the greatest importance. 

The diagnosis of gastric carcinoma is usually 
not attended with difficulty. This is particularly 
true of growths which intrude upon the lumen 
of the stomach. Neoplastic proliferations, how- 
ever, of the scirrhous type may show only a stiff- 
ness and rigidity of the gastric wall, and may 
on this account be inconspicuous except upon 
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careful serial film examination. In looking at 
films of gastric carcinoma, one should always re- 
member that a neoplastic infiltration usually is 
more extensive than the films indicate. While 
in a general way one may be fairly positive as to 
whether a given lesion is operable or not, still, 
in cases of the so-called “leather bottle” type, 
mistakes may occur. The distinction between 
syphilis of the stomach and gastric carcinoma 
is often difficult unless one takes into account the 
clinical history. In syphilis of the stomach, the 
gravity of the symptoms is not usually propor- 
tionate to the extent of the lesion. Sarcoma of 
the stomach also shows a decided difference from 
carcinoma in that the defects shown by the +-ray 
are more extensive in sarcoma than in carcinoma, 
although the symptoms of the former are less 
severe. 

In looking back over the history of the de- 
velopment of #-ray examinations of the gas- 
tro-intestinal tract, one is impressed by the fact 
that during the earlier evolutionary period the 
final diagnosis lay in massing together of so- 
called indirect signs. At the present time, how- 
ever, the roentgen diagnosis is based primarily 
upon the direct demonstration of the lesion, 
grouping the so-called indirect evidence as of 
minor importance. The diagnosis of duodenal 
ulcer, thanks to the pioneer work of Lewis Greg- 
ory Cole and the monumental work of the la- 
mented Carman, now rests upon a very sound 
basis, primarily upon the fluoroscopic examina- 
tion and upon the confirmation of the same by 
the serial film method. It is now possible in the 
average case to obtain either four or even twelve 
projections of the pylorus and duodenal bulb 
on one fourteen by seventeen film. This proce- 
dure reduces the cost of the examination and 
simplifies the labeling and filing of the films, both 
of which are important in a busy x-ray depart- 
ment. The appearance of the duodenum in car- 
cinoma of the pancreas is also fairly charac- 
teristic, as pointed out by Crane. 

Factors which interfere with the reliability of 
a gastric #-ray examination are: (1) the inex- 
perience of the x-ray examiner; (2) the failure 
to combine both the fluoroscopic and serial film 
methods; (3) factors arising in the patients: 
lack of codperation, either through the mental 
attitude of the patient or due to a weakness 
which prevents the patient from assuming the 
erect position during the fluoroscopic examina- 
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tion, and obesity with an abdominal wall so thick 
and rigid that it prevents satisfactory palpatory 
manipulation of the stomach of the patient. 
Usually the physician will accept +-ray re- 
ports from a roentgenologist of skill and experi- 
ence, confident that the report will name diffi- 
culties which if present will detract from the 
accuracy of the conclusions. Owing to the fact 
that many patients have gastric symptoms due 
to extragastric pathology, it is pertinent to point 
out that the examination of the gastro-intestinal 
tract should always be complete and not limited 
to one organ. The patient should not be referred 
to the roentgenologist with the simple request for 
an x-ray of the stomach unless it is a question of 
re-examination. Since the Graham test has 
amply proven its place in abdominal diagnosis, 
it follows that this test for gallbladder function 
should be made an integral part of the 
usual gastro-intestinal x-ray examination. The 
Graham test and the #-ray examination of the 
gastro-intestinal tract can be carried on suc- 
cessively. without a loss of the patient’s time. 


The roentgenologist should have the privilege 
accorded him of deciding whether the barium 
enema should be a part of the routine examina- 
tion. The patient’s time will be conserved by 
allowing the roentgenologist this privilege. 

The writer is not in accord with the sometimes 
expressed idea that the roentgenologist should 
be kept in the dark as to the clinical symptoms. 
There is an important distinction to be drawn 
between the roentgenologist and an x-ray tech- 
nician. The roentgenologist is a practising physi- 
cian, should be, and usually is, well-educated in 
clinical history, modern pathology, and co-related 


methods of diagnosis. If he acquaints himself 
with the clinical symptoms, he will be able to 
stress certain parts of his examination produc- 
tive of value to the clinician and the patient. The 
experienced roentgenologist, I think, learns to 
cultivate a judicial frame of mind, which en- 
ables him to derive benefit from the history 
without prejudicing his conclusions. 
CONCLUSIONS 


1. The x-ray examination of the gastro- 
intestinal tract is an important aid in the diag- 
nosis of abdominal conditions. It is advisable, 
however, to be cognizant of the inherent limita- 
tions of the method, as well as of its positive 
advantages. 

2. It is important to be familiar with the 
factors which influence the reliability of an x-ray 
gastric examination. 

3. The reliability of a gastric +-ray examina- 
tion is directly proportionate to the knowledge, 
skill, and experience of the roentgenologist mak- 
ing the examination. 

4. Among the factors of minor importance 
which interfere with the reliability of the ex- 
amination is the excessive corpulence of the 
patient, pronounced rigidity of the abdominal 
wall, and conditions of the patient which inter- 
fere with a complete examination. 

5. It is important to combine the fluoroscopic 
and serial film examination in all cases where 
there is evidence of an organic deformity. 

6. In cases where the x-ray examination is 
the principal factor in deciding for or against 
operative procedure, it is highly advisable to 
have a second confirmatory examination before 
pronouncing the final diagnosis. 





DIGITALIZATION 

The term “digitalization” was coined to signify the 
full pharmacologic action of the drug to the limit of 
safety. Laboratorial and clinical investigations have 
developed the digitalization amount of digitalis to be, 
for a 150 pound (68 Kg.) adult weight, a minimum 
of 22% grains (1.45 Gm.) and a maximum of 33 grains 
(2.2 Gm). Half the minimum dose may be given at 
once and then 2 or 3 grains (0.13 to 0.2 Gm.) every 
six hours, or the other half of the minimum dose may 
be given on the second day. If the patient needs more 
digitalis for digitalization, the amount is gradually in- 
creased by 2 or 3 grains, perhaps every six hours, until 
symptoms of digitalization appear. Digitalization 


should not be attempted if the patient has previously 
been taking digitalis. The dosage advised must of 
course be greatly modified with frail, underweight per- 
sons. An overweight person, when that weight is large- 
ly due to fat, must not be given doses according to his 
weight. The condition of the patient must also be 
taken into account. Digitalization means digitalis 


poisoning. Such poisoning should not be inaugurated 
excepted by a careful determination of the exact con- 
dition of a patient to be treated. The general practi- 
tioner should not thoughtlessly digitalize his patient un- 
less he has hospital or other facilities for determining 
the exact condition of his heart and his excretory 
ability. (Jour. A. M. A., September 10, 1927, p. 884.) 
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THE PRINCIPLES OF GASTRIC SURGERY* 


DonaLp C. Batrour, M.D. 
Rochester, Minnesota 


HERE is no group of diseases concerning 

- the treatment of which there is such marked 
diversity of opinion as the diseases of the 
stomach and duodenum. Controversy is not 
confined to the merits of medical or surgical 
management, but when the latter is clearly 
indicated opinions are far from unanimous as 
to the most effective type of operation in the 
most common of the intrinsic diseases of the 
stomach, namely peptic ulcer. The more ex- 
perience acquired in the surgical treatment of 
lesions of the stomach, the greater the con- 
viction that progress in the management of 
peptic ulcer will depend on a more intelligent 
selection of cases for operation and a better 
appreciation of the general principles of those 
operations which experience has shown to be 
worthy of application. I believe that most of 
the failures of surgical measures to cure peptic 
ulcer permanently can be attributed to failure 
in one or both of these respects. 

Extravagant claims for any particular type 
of operation retard progress, and it is timely 
to consider carefully the circumstances which 
call for any particular one of the various pro- 
cedures which have enough merit to be of 
every-day use. In both malignant and benign 
lesions of the stomach and duodenum it is a 
mistake to imply that any single type of op- 
eration will always deal adequately with the 
lesion. The selection of the operation depends 
on many factors, the chief of which are the 
condition of the patient, the stage of the dis- 
ease, the situation and character of the lesion, 
and the complications which are associated 
with it. This paper is a discussion of the 
general principles and applicability of the va- 
rious operations which merit consideration at 
the present time in the surgical treatment of 
diseases of the stomach and duodenum. 


POSTERIOR GASTRO-ENTEROSTOMY 


The operation of first importance (because it 
is performed more frequently than any other 
operation for diseases of the stomach) is pos- 





*Read before the Minnesota State Medical Association, Duluth, 


June 30-July 2, 1927. 


terior gastro-enterostomy. Its value is proved 
beyond any doubt since in properly selected cases 
not only does it bring about complete and per- 
manent cure of symptoms but it has one advan- 
tage over all other types of operation for lesions 
of the stomach and duodenum, that is, it is non- 
destructive. If necessary the anastomosis can 
be disconnected and the stomach restored to its 
original condition. It has no disadvantages 
which do not apply to other operations as well. 

Posterior gastro-enterostomy has_ greatest 
value in the treatment of chronic duodenal ulcer 
associated with obstruction. In such cases the 
results are spectacular and the more marked the 
obstruction the greater the indication for gastro- 
enterostomy. As Ryle has expressed this prin- 
ciple, “No attempt should be made to circum- 
vent mechanically a lesion which is producing no 
considerable mechanical disturbance of func- 
tion.” The reverse of this is also true: the less 
evidence there is of interference with gastric mo- 
tility or disturbed function the less is gastro- 
enterostomy called for and the less the assur- 
ance that it will give permanently satisfactory 
results. It is, however, frequently true that it 
is the only justifiable procedure in many cases 
in which no obstruction exists, that is, when the 
lesion in the duodenum is so situated that local 
excision with plastic operation on the pylorus is 
not feasible. The operation is also of great 
utility for duodenal ulcer in which hemorrhage 
has been a complication and direct attack on the 
ulcer cannot be carried out. In such cases the 
indirect procedure of gastro-enterostomy will in- 
sure a high degree of protection against further 
bleeding and in a large percentage of cases will 
relieve the other symptoms of ulcer. 

Posterior gastro-enterostomy is frequently 
necessary in cases of gastric ulcer. The sim- 
plest principle in the surgical management of 
gastric ulcer is local excision of the lesion com- 
bined with gastro-enterostomy. Inasmuch as 
many gastric ulcers are situated so far from the 
pylorus that resection of the stomach involves 
the sacrifice of a large part of the healthy stom- 
ach, the method of complete removal of the le- 
sion, by local excision along with gastro-enter- 
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ostomy to protect against further ulceration and 
motor malfunction, should not be lightly aban- 
doned for a more radical procedure. The value 
of gastro-enterostomy in correcting disturbed 
gastric function is illustrated in the management 
of gastric ulcer. Experience has shown that 
even if deformity does not follow removal of a 
small ulcer of the stomach by excision, and the 
pylorus and duodenum are normal, in about 5U 
per cent of the cases such excision alone fails to 
afford permanent relief of disordered gastric 
function. The fact that in order to secure the 
best results in these cases gastro-enterostomy 
must be added to an operation which leaves in 
reality a normal appearing stomach, pylorus, and 
duodenum, conclusively proves that in the stom- 
ach affected with ulcer gastro-enterostomy brings 
about changes in the secretory, sensory, and mo- 
tor functions which are essential to a good re- 
sult. Another extraordinary fact about gastro- 
enterostomy for gastric ulcer is that some of the 
large irremovable ulcers, particularly in the fun- 
dus of the stomach, are cured by gastro-enter- 
ostomy alone. Although  gastro-enterostomy 
alone should not be depended on if the ulcer can 
be removed, the definite curative value which it 
exhibits in those cases in which the lesion cannot 
be removed, shows that it exerts an effect on the 
functions of the stomach which frequently per- 
mits such lesions to heal. 

Posterior gastro-enterostomy for cancer of the 
stomach occasionally affords great relief in cases 
of marked obstruction when the growth is small 
but irremovable because of penetration into ex- 
tragastric tissues. It should be pointed out, how- 
ever, that in cases not suitable for the operation, 
that is, when the disease is extensive, it is un- 
likely that any appreciable measure of relief will 
follow the operation. The value of the opera- 
tion, also, as a first-stage procedure in a con- 
templated resection of the growth is occasionally 
seen, although, if the growth is removable, the 
preoperative preparation of the patient with ob- 
struction usually enables the surgeon to carry out 
the resection as a primary procedure with as 
much safety as a two-stage operation would in- 
sure. 


ANTERIOR GASTRO-EN TEROSTOMY 


Anterior gastro-enterostomy is an excellent 
substitute for posterior gastro-enterostomy and 
all the advantages of the latter apply to the for- 
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mer. The value of anterior anastomosis has 
been overlooked during the last few years and 
its usefulness, if only as a substitute for pos- 
terior gastro-enterostomy, is great. While it is 
occasionally true that malformations due to ana- 
tomic abnormalities or inflammatory reaction pre- 
vent posterior gastro-enterostomy being satis- 
factorily carried out, it is extremely rare that 
anterior anastomosis cannot be performed. The 
disadvantage of anterior gastro-enterostomy is 
that in some cases the proximal loop does not 
drain satisfactorily and secondary entero-anas- 
tomosis occasionally becomes necessary. For 
this reason the entero-anastomosis is often car- 
ried out at the same time as the anterior gastro- 
enterostomy; it is a wise precaution. One of 
the definite advantages of the anterior anasto- 
mosis is that when ulceration recurs at the anas- 
tomosis, it is more easily dealt with than when it 
develops at the site of a posterior anastomosis. 


PYLOROPLASTY 


Pyloroplasty is occasionally preferable for 
chronic duodenal ulcer or chronic gastric ulcer 
when the lesion is in the pyloric end of the 
stomach. There are many methods of perform- 
ing pyloroplasty, the most important of which 
are the Heineke-Mikulicz, Finney, C. H. Mayo, 
Judd, and Horsley, but the operation, regardless 
of the type, has its limitations. The chief ob- 
jection to pyloroplasty is the fact that in a con- 
siderable percentage of cases of duodenal ulcer 
there are multiple lesions. Careful examination 
of the duodenum when symptoms of ulcer have 
lasted for many years will often show multiple 
scars encircling the duodenum. Any type of op- 
eration which deals only partially with these le- 
sions does not afford the same prospects of per- 
manent relief of symptoms and of permanent 
healing as a procedure which permits healing to 
take place regardless of the extent or the mul- 
tiplicity of the lesions. Another limitation con- 
cerns the situation of the ulcer and the mobiliza- 
tion of the duodenum, and successful pyloro- 
plasty depends to a large extent on the success 
with which such mobilization can be carried out. 
On the other hand, pyloroplasty has certain ad- 
vantages, one of which is that it may include a 
direct attack on the ulcer, a procedure of partic- 
ular value in the bleeding type. Another is that 
should ulceration recur or contraction develop to 
the point of obstruction following pyloroplasty, 
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a secondary operation, usually gastro-enteros- 
tomy, can be carried out without great difficulty. 
Pyloroplasty has its greatest value in the treat- 
ment of ulcers near the pylorus on the anterior 
wall of a duodenum which can be easily mobi- 
lized and in which the inflammatory tissue about 
the ulcer is not extensive. 


GASTRODUODENOSTOMY 


In selected cases gastroduodenostomy, that is, 
anastomosis between the stomach and the duo- 
denum without cutting the pylorus, is a valuable 
procedure. Its particular indication is in cases 
with marked obstruction in which gastro-enter- 
ostomy is contraindicated because of technical 
difficulties and when the duodenum is large 
enough for a satisfactory opening to be made 
between the stomach and duodenum in front of 
the site of obstruction. The Kocher method of 
gastroduodenostomy, that is, between the pyloric 
end of the stomach and the second and third part 
of the duodenum, has been abandoned because of 
the inadequate drainage which it provides and 
the tendency for the opening to contract further. 


PARTIAL DUODENECTOMY 


Partial duodenectomy is chiefly employed for 
posterior ulcers of the duodenum, particularly of 
the bleeding type. If such ulcers can be sep- 
arated from their posterior attachments, tf they 
are of considerable size and not too far from 
the pylorus, the duodenum can be mobilized to 
a sufficient distance below the ulcer to permit di- 
rect approximation of the end of the stomach 
to the end of the duodenum after the section of 
duodenum has been removed. While this pro- 
cedure has limited indications, it is a most im- 
portant procedure and is safe when it can be sat- 
isfactorily carried out. 


JEJUNOSTOMY 


Jejunostomy for lesions of the stomach and 
duodenum is occasionally of great value in cases 
of high-lying, benign, and irremovable lesions. 
In such cases a radical operation is unwise be- 
cause it involves the removal of such a large 
part of the stomach, and the induration may be 
so extensive that satisfactory gastro-enterostomy 
cannot be carried out. Jejunostomy, providing 
as it does complete rest for the stomach, is a 
procedure which should always be in mind. 
In some instances the operation has even 
brought about complete cure. If there is doubt 


as to the character of the lesion, that is, 
whether or not it is malignant, jejunostomy can 
be used as a method of preparation for a second 
operation later if the patient continues to im- 
prove but the lesion does not entirely heal or 
disappear. The operation is also occasionally of 
value as a factor of safety in extensive and dif- 
ficult operations such as total gastrectomy. In 
these cases the jejunostomy tube permits nour- 
ishment being given to the patient in adequate 
amounts without menace to the suture lines. 


PARTIAL GASTRECTOMY 


Partial gastrectomy affords the only possible 
cure for gastric carcinoma. It is one of the most 
favored types of operation for chronic gastric 
ulcer and it is also indicated in recurring ulcers 
following operations. As a primary procedure 
for chronic duodenal ulcer the operation is, I 
believe, unwarranted and will never become an 
operation of choice. 

There are two basic types of gastric resection: 
the Billroth I and its modifications, and the Bill- 
roth II and its modifications. For gastric car- 
cinoma the latter type I believe to be the more 
satisfactory. It insures wider excision of the 
growth and its regional lymph nodes; and if 
gastro-intestinal continuity is restored by ante- 
rior anastomosis between the stump of the stom- 
ach and the jejunum, the resection may, if nec- 
essary, include the entire stomach. A direct 
anastomosis between the end of the stomach 
and the end of the duodenum is an excellent op- 
eration for small growths at the pylorus. The 
disease can be eradicated and an anastomosis 
made without undue tension on the suture lines. 
The segmental or sleeve resection is essentially 
Billroth I in type. 

The chief objection to the Billroth I type of 
resection in carcinoma is that if the disease re- 
curs, it is likely to do so in the region of the 
anastomosis or in the tissues posterior to it. The 
resulting obstruction in some cases necessitates 
a secondary operation to insure relief. 

Resection by the Billroth II method, on the 
other hand, is rarely followed by any difficulty 
in the stomach. Recurrence, when it does take 
place, is usually in the liver or in some distant 
organ and the patient is seldom a victim of the 
distressing symptoms attending recurrence in the 
stomach. For this reason partial gastrectomy as 
a palliative operation for carcinoma of the stom- 
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ach is rather frequently indicated, that is, when 
it is obvious that the disease cannot be cured. 
The patient can be protected against an unpleas- 
ant sequence of events if the growth is removed. 

Partial gastrectomy for gastric ulcer is an ex- 
cellent procedure and can be justifiably employed 
in a large percentage of cases. For example, of 
the cases of gastric ulcer in which operation was 
performed in the Clinic during the last year, par- 
tial gastrectomy was performed in 35 per cent. 
The chief indication for partial gastrectomy in 
cases of gastric ulcer is the large ulcer with a 
deep crater and extensive induration about the 
ulcer. The possibility of such lesions being ma- 
lignant necessitates a clean-cut removal of the 
lesion when possible and although this can be 
done by local excision with knife or cautery, yet 
partial gastrectomy when the lesion is favorably 
situated involves little more risk and the results 
are excellent. I believe, however, that it is un- 
necessary in such cases to remove a large part of 
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the stomach since this produces a profound ef- 
fect on the secretory function of the stomach, an 
effect which may not be compatible with good 
health. Partial gastrectomy is also indicated 
when other operations have failed to cure a 


chronic peptic ulcer. It is often preferable for 
gastrojejunal ulcer and for recurring ulcer in 7 
any situation after a well accepted type of op- th 
eration has failed to cure or control symptoms. th 
Fortunately in such cases partial gastrectomy can ac 
be carried out without great risk so that the pe 
secondary operation in such cases should not be ne 
avoided because of supposed risk. m 
The attempt to establish partial gastrectomy as tr 


an operation for primary duodenal ulcer is a 
trend, I believe, in the wrong direction. Prog- n 
ress will more likely result from simplification of 


Vv 
methods of treatment rather than from making if 
them more complicated, particularly when un- Y 
dertaken for a lesion which does not become ma- f 
lignant and which is not in the stomach. i 
f 
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TREATMENT OF PERNICIOUS ANEMIA 


Minot and his co-workers report good results in the 
treatment of pernicious anemia by means of a diet 
composed especially of foods rich in complete proteins 
and iron—particularly liver—and containing an abun- 
dance of fruits and fresh vegetables and relatively low 
in fat. Koessler and his associates believe that in some 
cases, at least, the phenomena accompanying pernicious 
anemia are the result of long continued deficiency in 
vitamin A and possibly also in vitamins B and C and 
propose the treatment of pernicious anemia with a high 
caloric diet rich in vitamins. Therefore Minot and 
Koessler would prescribe an adequate general diet, in- 
cluding a large quantity of liver and kidney. Minot 
and his co-workers would reduce the fats, whereas 
Koessler and his associates declare that butter, cream, 
milk and cod liver oil should be partaken of in large 
amounts. Macht reports that the blood serum of pa- 
tients with pernicious anemia contains a toxin, and that 
this blood serum can be detoxified by irradiation with 
ultra-violet rays. Furthermore, he found that the effect 
of ultra-violet rays could be increased by introducing 
into the serum to be treated dyes which act as sensi- 
tizers. Since liver is the storehouse for blood pigments, 
some of these pigments may help increase the effective- 
ness of light and thus some of the good effects of liver 
diet may be connected with the liver pigments that are 
administered. (Jour. A. M. A., September 3, 1927, p. 
793.) 


SOME RECENT OBSERVATIONS ON THE FAT- 
SOLUBLE VITAMINS 


The concentrate of vitamins A and D represented by 
the nonsaponifiable fraction of cod liver oil is not ef- 
fective in herbivora unless it is fed dissolved in oil. 
These observations have been confirmed in the case of 
an omnivorous species. This makes one question the 
advisability of attempting to supply vitamins to man in 
the form of dry concentrates unless the latter are given 
in oil or in close proximity to a meal that carries fat. 
The ready solubility of vitamins A and D in fats made 
it seem likely that liquid petrolatum would also be a 
good solvent. Since the latter is not absorbed from the 
gastro-intestinal tract, and since it has a widespread 
use as a laxative, it is important to ascertain whether 
the fat-soluble vitamins in the food are liable to be 
“diverted” from alimentary absorption by the presence 
of the non-absorbable liquid petrolatum solvent. It has 
been shown that liquid petrolatum may act as a solvent 
for vitamin A, thereby depleting ingested foods of their 
supply of this factor. A comparable influence on the 
antirachitic vitamin has not yet been demonstrated, 
though it may naturally be expected if liberal amounts 
of liquid petrolatum are ingested. Attempts have been 
made to increase the antirachitic potency of cod liver oil 
by irradiation. The evidence indicates that this is not 
feasible. (Jour. A. M. A., August 27, 1927, p. 694.) 











THE TREATMENT OF CHRONIC ULCERATIVE COLITIS* 


J. ARNotp BarceEn, M.D. 
Rochester, Minnesota 


Bb iapscniens have been about as many types of 
treatment for chronic ulcerative colitis as 
there have been contributors to the literature on 
the subject. This is in contrast to the generally 
accepted, fairly well standardized treatment of 
peptic ulcer. Chronic ulcerative colitis, while 
not as common as peptic ulcer, is undoubtedly 
more serious and demands standardization of 
treatment. 

In the main, physicians interested in the treat- 
ment of chronic ulcerative colitis have been di- 
vided into three groups: (1) those who believed 
it was an infectious process and advocated its 
management as a chronic, severe, debilitating in- 
fection; (2) those who believed it was metabolic 
in origin and searched for some underlying de- 
ficiency, and (3) those who believed it was a 
surgical problem and advocated various opera- 
tions. 

Inasmuch as the infection was attributed to 
varied causes, such as Bacillus coli, streptococci, 
staphylococci, Welch’s bacillus, Bacillus pyo- 
cyaneus, Bacillus dysentericus, entamebas and 
other organisms, various medicaments found 
favor with physicians who believed it to be of 
infectious origin. Usually a bland diet of low 
caloric value was given. Numerous drugs have 
been used for irrigations and instillations of the 
rectum, and for intravenous, subcutaneous, and 
deep muscular injections. Favored among those 
used for irrigations were argyrol, silver nitrate, 
tannic acid, boric acid, sodium chloride, potas- 
sium permanganate, and, more recently, mercu- 
rochrome, acriflavin, acriviolet, and gentian vio- 
let. For instillations witch-hazel, olive oil, bis- 
muth and combinations of many of the fore- 
going drugs were used. Irrigations have been 
given as copious colonic douches, as through- 
and-through drainage with appendiocostomy or 
cecostomy, and by the Einhorn tube.* Arsenic 
in various forms (particularly arsphenamine) 
and mercurochrome have been given intrave- 
nously. Antidysenteric serum and vaccines of 
various organisms and combinations of various 
bacteria have been injected. Blood transfusions 


*From the Division of Medicine, Mayo Clinic, Rochester, 
Minnesota. , eo 
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have frequently found favor. Treatment with 
drugs used in amebiasis at times gave tempo- 
rary relief. 

Advocates of the metabolic and deficiency 
theory found support in the fact that liberal 
feeding of articles of food of which patients had 
been deprived resulted in improvement; mental 
hygiene and sun-baths resulted in marked 
systemic improvement. Furthermore, the admin- 
istration of certain drugs, particularly iodine, 
brought about remissions.? 

Among the advocates of surgical measures 
were those who considered the disease as pri- 
marily a surgical problem, and those who re- 
sorted to surgery when medical management 
failed. In the latter group were physicians who 
considered the disease either from an infectious 
or from a metabolic standpoint. 


Cecostomy, appendicostomy, ileostomy, colec- 
tomy, ileosigmoidostomy, and various rectal op- 
erations have been performed for chronic ul- 
cerative colitis. Ileostomy effected complete 
short-circuiting of the fecal stream and ileal se- 
cretions; appendicostomy and cecostomy accom- 
plished chiefly an ostium for irrigations. Colec- 
tomy, with enormous associated risk, removed 
the major part of the diseased tissue. Ileosig- 
moidostomy, also with considerable risk, accom- 
plished a part of what ileostomy did without the 
disadvantages. Drainage of perirectal abscesses, 
cutting and dilating strictures, and scraping the 
rectum were procedures occasionally employed. 

Recent investigations of the disease seem to 
have established the fact that it is due to infec- 
tion of the colon by a specific causative or- 
ganism.*-* Not only is there ample experi- 
mental evidence of this but the clinical history 
depicts:an infectious disease. The organism in 
question is a gram-positive, lancet-shaped dip- 
lococcus of characteristic morphologic and bio- 
logic properties. The salient clinical feature of 
the disease is the frequent passage from the rec- 
tum of a discharge containing blood and pus, the 
amount of discharge being directly proportional 
to the extent of involvement of the colon and the 
severity of the infection. If only the rectum and 
sigmoid are affected blood and pus may be evac- 
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uated and yet the patient may complain of con- 
stipation, because the stools may be scybalous. 
If the entire colon is affected there is a great deal 
of discharge in twenty-four hours. The term 
diarrhea applied to this disease is confusing, 
since the stools are commonly not watery. Evac- 
uations are frequently associated with a gruel- 
ling cramp or tenesmus; pain between evacua- 
tions is exceptional. Anemia is invariably pres- 
ent at some stage of the disease. Fever of the 
septic type occurs in acute fulminating cases, and 
low-grade fever frequently accompanies acute 
exacerbations in long-standing cases. Depleting 
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all good wholesome foods with a minimum of 
roughage. Patients are urged to take milk, egy: 
orange and tomato juice, well-cooked meats, 
bouillons, liver, bananas, and vegetables and 
fruits having a minimum of residue. 

In a certain number of cases other supportive 
measures are necessary. Kaolin and bismuth 
have proved valuable adjuncts in the treatment. 
Opium may be administered to relieve pain; hot 
abdominal stupes occasionally afford relief. The 
administration of tincture of iodine by mouth, 
as described by Logan, has definitely produced 
remissions in certain selected cases. Of the 





Fig. 1. Roentgenogram of colon after barium enema of a patient, aged sixty-nine, with a fifteen-year history of chronic 
ulcerative colitis, before and after treatment. 


chronic invalidism is characteristic of the dis- 
ease. 

Experimental and clinical evidence suggests 
that distant foci of infection are related to the 
disease in the colon. Present methods of treat- 
ment are based on the supposition that the dis- 
ease is due to infection from a distant focus in 
the form of repeated showers of bacteria which 
become localized in the colon. Attempts are first 
made to immunize the patient against the diplo- 
coccus by the subcutaneous administration of 
vaccine and filtrate. The second important part 
of treatment is the eradication of foci. 

The diet should be liberal and patients allowed 





aniline dyes, gentian-violet offers considerable 
promise and its administration is rational inas- 
much as in rather low dilutions it kills the dip- 
lococcus in the test-tube. Recently in the Mayo 
Clinic gentian-violet has been administered by 
mouth in both the liquid and tablet form. 
Irrigations of the colon have been found of 
limited value. The huge armamentarium of so- 
called intestinal antiseptics used in the treatment 
of this disease is well known and it is hardly 
necessary to list them here. In many cases im- 
provement follows irrigation of the colon, but 
this is exceptional if simpler means are of no 
benefit. However, if only the rectum and sig- 
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moid are affected and ulceration apparently is 
extensive, local applications of witch-hazel, mer- 
curochrome, sodium-chloride solution, gentian- 
violet and argyrol have definite value. Still 
this group does not represent more than a fifth 
of the cases of chronic ulcerative colitis observed 
in the Mayo Clinic. 

To combat anemia, transfusions are often nec- 
essary when the patient does not respond well to 
direct treatment. Blaud’s pill in liquid form and 
cod-liver oil may be used in certain cases. Mer- 
curochrome administered intravenously, as ad- 
vocated by Young and Bassler, has been found 


. Fig. 2. 
colitis and after some treatment. 


of limited value in a few advanced cases of ex- 
tensive ulceration of the entire colon. 
Operative measures rarely become necessary ; 
however, there are a few patients whose reserve 
is so depleted that they will not respond to medi- 
cal treatment. Operative procedures may then 
be carried out above the affected area in order 
to divert the ileal secretions and leave the colon 
at rest. Obviously such procedures must be car- 
ried out above the colon, because surgical meas- 
ures become necessary only when the entire co- 
lon is affected. Cecostomy and ileosigmoidos- 
tomy are irrational procedures as they entail cut- 
ting through a friable, highly infected colon. 


Ileostomy is the preferable procedure when med- 
ical treatment fails.. Colostomy becomes neces- 
sary only in cases of extensive perirectal infec- 
tion or severe rectal stricture. 

From January, 1924, to January, 1927, 385 
cases of chronic ulcerative colitis were observed 
at the Mayo Clinic. In 266 of these the material 
obtained through the proctoscope was cultured 
according to the methods of Rosenow; a pneu- 
mococcus-like diplococcus of characteristic mor- 
phologic and biologic properties was isolated in 
189 (71 per cent) of these. Such an organism 
was always found in the acute or sub-acute cases. 





Roentgenogram of colon after barium enema of a patient, aged twenty-one, during. acute stage of chronic ulcerative 


REVIEW OF CASES 

The present review is not based on the entire 
series of cases up to January, 1927. In order 
to exclude too recent cases from the summary, 
the series was closed November 1, 1926. There 
are thirty-two recent cases still under observa- 
tion. From the remaining 353 certain others had 
to be excluded for various reasons: in seventy- 
two treatment did not include the use of vaccine 
(most of these from the year 1924) ; in ten sur- 
gical treatment had been instituted elsewhere be- 
fore the patient was admitted to the Clinic, and 
nine others were recurrent cases in which op- 
erative treatment had been carried out in the 
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Mayo Clinic before 1924; in five cases the pa- 
tient arrived in extremis and died without any 
particular treatment. Superimposed malignant 
disease was present on admission in four cases, 
and in forty-six the complications at the time of 
admission (such as stricture or perirectal infec- 
tion) or the apparent urgency of surgical inter- 
ference in some of the severe cases precluded the 
carrying out of the more leisurely medical meas- 
ures. 

As confidence in the efficacy of vaccine in- 
creased, medical treatment was substituted for 
surgical treatment in an increasing number of 
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in the second in twenty, in the third in seventy- 
one, in the fourth in thirty, in the fifth in forty, 
in the sixth in fifteen, in the seventh in five, and 
in the eighth in one. One hundred fourteen of 
the patients were males and eighty-six were fe- 
males. They came from every part of the 
United States, and from Canada and Mexico. 
Predisposing factors——There were various 
factors predisposing the patient to chronic ul- 
cerative colitis. Fifty-five patients volunteered 
the information that the first spell occurred in 
association with infection of the upper respira- 
tory tract, including influenza, pneumonia, ton- 





ig. 3. Roentgenogram of colon after barium enema of a patient, aged thirty-two, with an eighteen-month history of chronic 
ulcerative colitis, before and after treatment. 


severe cases. This is shown by the decline in 
the percentage of cases in which operation was 
performed during the three years: in 1924, 
twenty, in 1925, fifteen, and in 1926, eleven. At 
the same time the number of cases of chronic 
ulcerative colitis increased: 112 in 1924, 115 in 
1925, and 158 in 1926. In seven cases the at- 
tempt to secure information concerning the sub- 
sequent course has failed. In the remaining 200 
cases, which form the basis of this report, the 
treatment was medical and consisted essentially 
of the administration of vaccine. 

Age, sex, and distribution.—In these 200 cases 
the disease appeared in the first decade in nine, 





sillitis, nasopharyngitis and rhinitis. Only five 
had reason to believe that impure water or food 
had initiated the disease. In four cases the dis- 
ease appeared after pregnancy or abortion, in 
two after an acute abdominal lesion and in four 
after bacillary dysentery. None of the others 
had the slightest idea of what may have pro- 
voked the onset. 

Symptoms.—The duration of symptoms with 
severe attacks of discharge of blood and pus 
from the rectum varied greatly. If the disease 
affected only the rectum and sigmoid there were 
from six to ten evacuations of blood and pus 
in twenty-four hours. If the whole colon was 
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involved, the patient commonly complained of 
from twenty-five to thirty, and sometimes fifty, 
evacuations in twenty-four hours. In twenty- 
six cases symptoms had lasted for about six 
months, in twenty-nine for about a year, in 
thirty-seven for two years, in twenty-two for 
three years, in twenty-one for four years, in 
fourteen for five years, in eleven for six years, 
in seven for seven years, in nine for eight years, 
and in twenty-four for ten or more years. Ex- 
acerbations with increasing severity of symptoms 
were the rule. 

In many cases striking loss in weight had oc- 


per cent) the entire colon was affected by the 
disease, in twenty-two (11 per cent) the colon 
from the rectum to the hepatic flexure was af- 
fected, in twenty-four (12 per cent) it was af- 
fected as far as the splenic flexure, and in 
twenty-two (11 per cent) to the middle of the 
descending colon. In thirty-nine (19.5 per cent) 
the roentgenogram of structures above the brim 
of the pelvis was negative, only the rectum and 
rectosigmoid portions of the colon being af- 
fected. It is significant that in ten cases in which 
the roentgenogram was negative on the first ex- 
amination, there was roentgenologic evidence of 





Roentgenogram of colon after barium enema of a patient, aged twenty, with a ten-year history of chronic ulcerative 


_ Fig. 4. 
colitis, before and after treatment. 


curred, the greatest in any case being 66 pounds 
in one year. The average loss of weight was 
23 pounds. It was common for patients to lose 
from 40 to 50 pounds, and thirty-four had lost 
30 pounds or more. 

In practically all cases there was secondary 
anemia; in some cases the hemoglobin was as 
low as 23 per cent (Dare). In eighty-three cases 
it was between 24 and 60 per cent. In eighty- 
seven cases leukocytosis was present; the leu- 
kocytes varied between 10,000 and 20,000, usual- 
ly between 12,000 and 14,000. 

Roentgenographic appearance. — Roentgeno- 
grams showed that in ninety-three cases (46.5 


involvement of the colon (of the entire colon in 
six cases) on subsequent visits. This substan- 
tiates the opinion expressed by Logan that 
chronic ulcerative colitis begins in the rectum 
and spreads upward. 

Complications.—The common complications in 
this series of cases were: polyposis in twenty- 
six (in the later stages of the infection), arthri- 
tis in ten, rectal stricture in eight, perirectal ab- 
scess in five, endocarditis in two, malignant neo- 
plasm in two, and peripheral neuritis in one. 

In 133 cases foci of infection were in the 
teeth, in 154 in the tonsils, and in three in the 
gallbladder. 











694 





Parasites were present in the stools in only 
twenty-two of the cases (11 per cent). Enda- 
moeba histolytica was found in ten cases, Enda- 
moeba coli in one, Endolimax nana in one, Chilo- 
mastix mesnili in ten, Trichomonas hominis in 
five, and Giardia lamblia in four. Stools were 
examined repeatedly in all cases. The incidence 
of infestation with the foregoing intestinal para- 
sites is not as high in this group of cases of 
chronic ulcerative colitis as it is in the total num- 
ber of cases in which stools are examined as a 
routine at the Clinic. The reason for this may 
be that patients could not always be properly 
prepared and the volume of discharge was often 
small. 

In not a single instance were acid-fast bacilli 
found, either in direct smears from the rectal 
ulcers or in the stools. This fact is significant 
inasmuch as in many cases tuberculosis of the 
colon had been diagnosed previously. 

As part of the treatment, tonsillectomy was 
performed in 109 cases, infected teeth were ex- 
tracted in 120, cholecystectomy was performed 
for empyema in one case, and appendectomy for 
purulent appendicitis in one. 

RESULTS 

In all of the 200 cases vaccine or filtrate was 
administered subcutaneously. 

Of ninety-two cases in which vaccine or fil- 
trate was administered and foci were eradicated 
clinical cure occurred in eighty-five, and at least 
75 per cent cure (as measured by ability to per- 
form usual activities) in seven. There was no 
medication in these cases. 

Of 101 cases in which vaccine or filtrate was 
administered and one or many additional thera- 
peutic agents were employed (including, in the 
main, tincture of iodine, gentian-violet, witch- 
hazel, mercurochrome, kaolin, bismuth and opi- 
um) clinical cure occurred in sixty-eight, and 
75 per cent cure in thirty-three. This makes a 
total of 153 (76.5 per cent) in which symptoms 
have been abolished, with forty in which dis- 
ability was slight, although some symptoms were 
still present, or proctoscopic examination re- 
vealed residual signs of the disease. In 114 of 
the 153 cases, remissions have lasted for more 
than a year, and in a goodly number for three 
years. In fifty-one of these cases the rectal 
mucosa has been found entirely clear on procto- 
scopic examination. In forty cases the roentgen- 
ogram has, shown a return of haustrations (Figs. 
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1 to 4). After initial remission, symptoms have 
recurred in twenty-four; in seventeen of these 
clinical cure has again followed treatment. 

In the seven cases not already accounted for, 
medical management met with disappointing re- 
sults and in five ileostomy was performed. Two 
of the five patients died, one from most-unusua! 
diffuse carcinomatosis of the entire colon, with 
highly malignant cells replacing the mucosa, the 
other from multiple pulmonary abscesses. In the 
sixth case colostomy was performed for rectal 
stricture; death occurred later from carcinoma 
superimposed on the chronic ulcerative colitis. 
In the seventh case ileosigmoidostomy was per- 
formed elsewhere during an acute exacerbation 
after the patiént’s dismissal from the Clinic. 


CONCLUSIONS 


The treatment of chronic ulcerative colitis now 
in use which affords the best results is immuni- 
zation against the causative organism, removal 
of foci of infection, plenty of nourishing food, 
mental hygiene, and such supportive measures as 
are indicated in individual instances. 
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PEPTIC ULCER* 


James B. Carey, M.D. 
Minneapolis 


Y excuse for bringing the hackneyed sub- 
ject of peptic ulcer before this group for 
discussion is that this common condition is at 
present being inadequately treated ; inadequately, 
because it is being treated and prescribed for by 
rule of thumb. Pain two hours after meals 
which goes away with a glass of milk or soda— 
sure, an ulcer—send the man to the hospital or 
to his home with instructions to take a glass of 
milk and a tablespoonful of soda alternately 
every hour of the day for a few weeks—and the 
case is despatched forthwith. Does not Moyni- 
han diagnose such cases over the telephone, and 
did not Sippy cure them? Or, if the patient 
comes back too often, get some surgeon to do a 
gastro-enterostomy and have done with him. 
However, there are too many sufferers from 
chronic unhealed and recurrent ulcers, and too 
many short-circuited stomachs. If an army fights 
on its belly, the ordinary citizenry certainly lives 
on the same organ, and both the citizen and the 
organ should be treated with respect. 

The consideration of peptic ulcer herewith 
presented is a composite of opinions, developed 
by a group of men cooperating in the manage- 
ment of such a condition in their individual pa- 
tients. This statement contains the theme of the 
discussion ; namely, the codperative attack of a 
diseased condition in an individual. It is not the 
condition which is considered, but the individual 
having the disease; peptic ulcer should be con- 
sidered from the standpoint of the particular 
person ill, and not just academically. 

Our experience has shown us that all individ- 
uals do not react in the same way to ulcers, either 
as to symptomatology, physical findings, labora- 
tory tests or roentgen evidence. Since peptic 
ulcer is such a common condition, the tendency 
is to diagnose or eliminate on the basis of type 
history and examination and to treat the case in 
a routine fashion. Our experience, on the con- 
trary, in handling about one hundred gastric and 





*From the Department of Medicine, The Nicollet Clinic, 
Minneapolis. Read before the Annual Meeting of the Minne- 
sota State Medical Association, Duluth, Minnesota, June 30 to 
July 2, 1927. 
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duodenal ulcers a year has led us to scrutinize 
narrowly the diagnostic data and then, the pres- 
ence of an ulcer being definitely established, to 
discuss with the patient, the surgeon, the intern- 
ist and the roentgenologist the ways and means 
of treatment. 

Peptic ulcers occur in the stomach, duodenum, 
and, rarely, in the lower end of the esophagus. 
They may occur in the jejunum, but only after 
a gastrojejunostomy, or when the pancreatic or 
bile ducts have been transplanted to a lower 
portion of the ileum. It is evident, then, that 
ulcer occurs only in an acid medium. 

An ulcer usually begins with a simple erosion, 
which involves only the mucosa and the super- 
ficial layers of the submucosa. Further pene- 
tration constitutes a condition of actual ulcer. 
What causes the erosion in the first place is as 
yet undetermined, but that the perpetuation as an 
erosion, or the further development into an actual 
ulcer, is due to aggravation by acid is evident. 
The presence of the acid digests any attempt at 
granulation and healing, leaving either a clean 
base, or a crater filled with debris in which bac- 
teria may grow, protected by such média from 
the bactericidal effect of the acid. Whether the 
condition of hyperacidity so commonly found in 
ulcer is a predisposing or a consequent factor 
has never been worked out. The fact that many 
cases of ulcer show no hyperacidity helps neither 
way. It is thought by some that acid alone, given 
a small abrasion due to rough food, or food too 
hot or too cold, can produce erosion and aggra- 
vate it to an ulcer, while others argue that a 
condition of endarteritis, bacterial emboli, etc., 
must also be present. Whether the remote focus 
in a tooth is specific for the ulcer, or merely 
provides a non-specific systemic infection which 
produces evil consequences at some site of trau- 
matically lowered resistance is also a question as 
yet unanswered. Some external causes have also 
been considered operative in a certain restricted 
type of case, such as: burns (toxic), external 
violence (producing a point of ecchymosis or 
hemorrhage with subsequent necrosis, etc.) or 
long continued pressure trauma (such as corset 
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lacing, application of external heat, etc.) or chem- 
icals (direct chemical burn). 

There are a few points in diagnosis which 
should be emphasized in speaking of ulcer as an 
individual problem. In the first place, the his- 
tory may deceive, in that any condition produc- 
ing hyperacidity will give the so-called ulcer his- 
tory, a chronically inflamed appendix or gall- 
bladder, or simple spastic constipation. Secondly, 
point tenderness may be misleading as to loca- 
tion ; our increased use of the x-ray has shown us 
that the abdominal organs may be far from their 
usual habitat. The gallbladder, for instance, 
may be anywhere on the right side of the ab- 
domen, from the diaphragm to the iliac crest, the 
deviations of the appendix from the classical 
anatomical position are well known, and the duo- 
denum may be a small section of bowel high up 
under the liver edge, where it cannot be palpated 
at all, or it may sag below the umbilicus in the 
midline. 

It has been noted that ulcer may occur with 
normal acids (practically never, however, with 
achylia) ; therefore the finding of such would 
not cast suspicion on the diagnosis, if it were 
otherwise incontestable. 

Finally, all ulcers cannot always be demon- 
strated roentgenologically. The presence of small 
erosions has to be almost guessed at by the 
finding of secondary signs. Many of these 
secondary signs, on the other hand, can be pres- 
ent as reflex phenomena produced by disease of 
the gallbladder or appendix. Some ulcers may 
be so situated as to remain hidden by the sil- 
houette outline obtained by roentgen ray, and if 
they do not happen to be very active and show 
no secondary signs, may be missed entirely. 

Regarding treatment, the policy should be con- 
servative, both medically and surgically. All ul- 
cer cases should not be sentenced to incarceration 
in a hospital under the Sippy regime and tortured 
with the stomach tube, nor inconsiderately and 
unphysiologically short-circuited by gastro-enter- 
ostomy. There is, in fact, no routine treatment. 
In the first place, the condition, stage and com- 
plications of the ulcer itself should be considered. 
Any ulcer that gives a history of many years’ 
standing with semi-annual, annual or even bi- 
annual recurrences, is not going to lose all its 
induration, scarring, excavation, perforation and 
hemorrhagic features on a bland diet in a hos- 





pital with alkalization and lavage. The symp- 
toms of the immediate attack can be relieved 
thereby, but such treatment is not going to pre- 
vent the consequences. Chronicity, then, is the 
first dividing line or deciding point, and with 
that is implied perforation and hemorrhagic ten- 
dencies, extra-duodenal or gastric inflammation 
and irritation, obstruction, multiplicity and pos- 
sible malignancy in gastric ulcers. Furthermore, 
the chronic ulcer has probably been cured many 
times by the Sippy regime, if not even by Sippy 
himself, and its carrier may demand that some- 
thing be done before the hospital, drug store and 
gastro-enterologist bankrupt him, or his em- 
ployer hires another man who does not have to 
take a vacation of eight weeks twice a year. If 
a chronic ulcer has no signs of any complicating 
factors—that is, if it is not large, has not scarred 
sufficiently to cause obstruction, has not perfor- 
ated or attempted to, and has not shown a ten- 
dency to bleed—the pateint can be placed upon an 
ambulatory regime. This consists of three meals 
a day of bland, well cooked food of sufficient 
caloric value, with milk between meals and alka- 
lies after each feeding. The patient becomes 
symptom-free, and if in eight weeks the ulcer- 
ated area appears by x-ray to have made some 
attempt at healing, a more general diet is tried. 
If this is tolerated, he is allowed to continue. In 
the meantime, any foci are eradicated. If he 
remains symptom-free for a reasonable length 
of time, say two years, he may elect to tide him- 
self over any slight attacks that may occur dur- 
ing an infection, or other disturbance. This is 
the favorable case, and the best result that we 
can expect. However, if, after trying his general 
diet, his symptoms return, he should be given 
the benefit of surgery. 

On the other hand, the finding of any of the 
before-mentioned complications or factors in the 
original examination demands surgical consulta- 
tion. The obstructed stomach is surgical. The 
stomach which has repeatedly tried to perforate 
or has actually done so is surgical. The stomach 
which shows a tendency to bleed is surgical. The 
ulcer complicated by an appendix or gallbladder, 
or both, is surgical. The gastric ulcer showing 
malignant signs is surgical. The acute ulcer is 
medical, and a Sippy case; that is, should be put 
to bed in a hospital and given hourly feeding 
and alkalization. We have not added the use of 
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the stomach tube. The actively hemorrhaging 
ulcer is also a case of bed or hospital, with star- 
vation and then gradually augmented feedings, 
with supportive fluid and blood supply as indi- 
cated, and morphine. After the ulcer has ceased 
bleeding and the patient is in good condition, the 
case may then be handled in accordance with 
the above criteria, whether it be a chronic one, 
or merely a simple acute erosion. 

Lastly, the economic status, employment, oc- 
cupation, etc., of the patient has to be considered 
no matter what the medical indications may be, 
and these considerations are so various and in- 
dividual that discussion of them in a general way 
is impossible. 

As to the rationale of surgical treatment, it is, 
ideally, the removal of the ulcerated area, and 
the leaving of a physiologically perfect organ, 
anatomically and functionally. If we merely 
wanted to put the area itself at rest and give it 
an alkaline bath instead of allowing it to remain 
active in an acid medium, we could continue 
with bed rest, atropin and soda, alternating with 
starvation. We can even feed the patient per 
rectum, without running any operative risk. This 
ideal cannot often be attained, due to the position 
of the ulcer or the complications attendant upon 
a chronic ulcer which usually produce extra- 
gastric disease. However, the surgeon should 
try to choose that type of operation which will 
most nearly attain the result sought, and whether 
that be simple excision, partial resection, with or 
without gastro-enterostomy, or simple gastro- 
enterostomy, is dependent upon the conditions 
found at the time of operation. The surgeon’s 
duty also comprises an estimation of the state 
of the gallbladder or appendix as a possible con- 
tributing factor, and the elimination of such, if 
indicated. Here it may be said that the patient 
is very carefully prepared before operation and 
very carefully managed afterward. The acute 
phase of the ulcer is quieted ; the obstructed and 
decompensated stomach is nursed back to favor- 
able tone ; supportive fluids and blood are offered 
as indicated and the after-care is supervised by 


the internist with the proper dietary continued 
long enough to give results. Finally, the end- 
result is checked by the roentgenologist with an 
eye not only to the elimination of the lesion, but 
also to the physiological mechanism established 
by the operative interference. 

The rationale of medical treatment is based 
upon the conception that both muscular activity 
and acidity aggravate the ulcer and delay its heal- 
ing. Both of these factors are increased when 
the stomach is either called upon to be too active 
or is allowed to remain too long inactive ; that is, 
if it is either too full or too empty. Therefore, 
the object is to keep it moderately filled and sat- 
isfied and also neutralized. This can be done 
by repeated small feedings of bland, non-irritat- 
ing foods and alkalization, adding sedatives as 
needed. In our so-called Sippy regime, we be- 
gin with milk and cream and add other soft 
foods, gradually lengthening the time intervals 
and increasing the amounts over a period of 
three weeks. We do not pump the stomach ex- 
cept in special cases, nor do we give the enormous 
doses of alkalies that Sippy himself advocated. 
Our results have been satisfactory. The so- 
called ambulatory regime is essentially three 
meals a day of well cooked foods in moderate 
quantities, avoiding roughage, and two inter- 
mediate feedings of milk or egg and milk, and 
alkalization. 

Needless to say, in every case, whether med- 
ically or surgically managed, foci are removed 
at such times and to such an extent as seems 
best in the individual case. 

In conclusion, this problem does not present 
any question of medicine versus surgery; no 
more than do any other conditions in medicine. 
That is a catch phrase which should be deleted 
from medical vocabularies and particularly medi- 
cal clinical thought. All cases cannot be handled 
routinely by any one method or procedure. It 
is a question of proper evaluation of the factors 
in each case, and a codperative effort by both in- 
ternist and surgeon to cope with the situation. 
1009 Nicollet Avenue 
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N presenting this paper on rectal fistula as 
seen in tuberculous patients an effort has been 
made to make an accurate study of the condition 
by correlating the clinical symptoms with those 
of the laboratory findings. In reviewing the lit- 
erature we can find but few instances where this 
has been done which no doubt is the cause of the 
wide variation in opinion as to the frequency or 
infrequency of tuberculous fistulz. 

In each case studied we made and recorded a 
clinical diagnosis before the laboratory work was 
done. By this method we have endeavored to 
determine with what accuracy the diagnosis of 
tuberculous fistula could be made from the clini- 
cal findings. The final criterion upon which the 
diagnosis of a tuberculous fistula was based was 
the findings of definite tubercle formation in the 
tissue removed at the time of operation. If tu- 
bercles could not be demonstrated the fistula was 
considered non-tuberculous. In those cases 
which were seen in the abscess stage the pus was 
aspirated, smears made and guinea pigs inocu- 
lated by the antiformin method. This was not 
done in the case of fistulae because of the possi- 
bilities of tubercle bacilli getting into the fistula 
from the intestinal tract. 

The clinical picture of the formation of a 
.typical tuberculous fistula is as follows. The pa- 
tient notices a hard swelling near the anus. It 
is painless or nearly so and there is but little 
tenderness on pressure. The skin appears nor- 
mal and is not attached to the mass. The in- 
durated area gradually increases in size and when 
the patient stands there may be a bearing down 
sensation in the rectum. Slight discomfort on 
sitting or walking is noticed. After several days 
the skin appears reddened in a small area. In 
ten days or two weeks the abscess ruptures dis- 
charging a small amount of thin watery pus 
which may be flocculent. 


*Read before the annual meeting of the Minnesota State 
Medical Association, Duluth, Minnesota, June 30 to July 2, 
1927. 
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From such a typical history there is often con- 
siderable variation. Secondary infection may be 
present even in the abscess stage. If this be 
true the course of abscess formation is more 
rapid, pain is more pronounced the amount of 
pus is larger and is of the usual pyogenic char- 
acter. In some cases the abscess has its origin 
high in the ischio-rectal fossa or above the leva- 
tors and it may be several weeks before symp- 
toms referable to the rectum are noted. In these 
cases the first symptom is a rise in temperature. 
In patients who have been afebrile this is quite 
striking but the cause is usually overlooked until 
local symptoms appear. Any tuberculous patient 
who suddenly begins to have an unexplained 
temperature should have a rectal examination at 
once. If the patient is seen before the abscess 
has ruptured it should be opened without delay 
but it should be done with the actual cautery 
rather than the scalpel. 

The fistula which follow the abscess stage 
have certain definite characteristics in typical 
cases. There are three distinct unmistakable 
types of tuberculous fistula. The first type has 
a small external opening which will just admit 
the tip of a probe. Once the probe is passed 
through the opening a cavity is found in which 
the instrument may be freely moved about, some- 
times for a distance of several inches. These 
cavities are shallow and lie just beneath the skin, 
which, except at the opening of the fistula, ap- 
pears perfectly normal. 

The second type has one or more large ex- 
ternal openings which are often irregular in out- 
line. The skin edges about the opening are thin 
and of a livid bluish red color. From these 
openings the skin is undermined for some dis- 
tance. Both types are lined with a heavy layer 
of flabby granulation tissue, which contains many 
tubercles. In some cases conglomerate tubercles 
appear as numerous pin-point yellowish dots 
scattered through the granulations and are easilv 





. 











RECTAL FISTULA IN THE TUBERCULOUS 699 


seen macroscopically. Underneath the granula- 
tion tissue is a layer of dense scar tissue which 
is nature’s method of checking the process. The 
more distal parts of these fistula are insensitive 
but as the probe reaches the sphincteric area pain 
is noticed. The diameter of the tracts is larger 
than in simple fistula and the sinuses tend to 
undermine the bowel well or extend laterally. 
The third variety is sometimes termed the 
rodent type. In these a large cavity with an 
irregular eaten-out appearance is seen. The in- 
fection seems to carry all before it and the 


Fig. 1. Tuberculous fistula, Type I. 


muscular as well as the fatty tissues are de- 
stroyed. The bases of such cavities are not lined 
with dense scar as described in the other types. 
In other words, nature is unable to even par- 
tially combat the infection. These are the usual 
types but quite frequently we find a fistula which 
is to all general appearances a simple fistula yet 
sections of tissue reveal it as tuberculous. This 
is probably the case when the tubercle bacilli 
are of low virulence and the patients resistance 
good. At least it may be said that the more 


virulent types are seen in patients whose physical 
condition is not good and who are not successful- 
ly combating their extra-rectal tuberculosis. 
The treatment of these cases is operative and 
in this series three methods of operative proce- 
dure were employed, namely, sharp dissection, 
sharp dissection and cautery and cautery alone. 
With few exceptions sacral anesthesia was em- 
ployed but general anesthesia may be used in se- 
lected cases. From our experience we do not 
believe that sharp dissection alone is advisable 
and it has not been used except in the earlier 





Fig. 2. Tuberculous fistula, Type I, showing cavity after 
overlying skin has been removed (Same case as Fig. 1). 


cases. This method causes more bleeding, opens 
up the lymphatics and spreads the infection by 
direct contact. The operative wounds do not 
heal as readily as those where the cautery is used. 
This is doubtless because with the cautery we 
eradicate the tuberculosis while with the knife 
we spread it. Except for the fact that it is im- 
possible to do finely detailed operative work with 
the cautery it would be the ideal method of op- 
eration. In working in the rectum and about 
the sphincter and in searching out lateral 
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branches we found it too clumsy for accurate 
For this reason we now as a routine 
combine the cautery and sharp dissection. The 
cautery alone is used in the more distal part of 
the fistula and in the sphincteric area scissors 
and scalpel are used. The areas thus opened up 
are at once cauterized with the dull red iorn. By 
this method we feel that we have the advantage 
of eradicating the tuberculosis with the cautery 
and at the same time secure cosmetic and func- 
tional results which cannot be secured by cau- 
tery operation alone. 


work. 
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twice ; two were operated three times and four 
many times. Those requiring numerous opera- 
tions were very extensive cases involving both 
buttocks and the scrotum as well as the area im- 
mediately adjacent to the anus. 

It might be well to mention that the after-care 
of these patients is somewhat different from 
that of non-tuberculous individuals. The ordi- 
nary patient is usually out of bed in three or four 
days but all cases with an active tuberculous pro- 
cess even though they are not bed patients at the 
time of operation are kept in bed at least four 





Fig. 3. Tuberculous fistula, Type II. 


With this procedure we have secured healing 
in all cases except those which have been done 
too recently to tabulate and those who died of 
their extra-rectal tuberculosis. The time of heal- 
ing was from four weeks to six months. The 
average time for one stage operation was eight 
weeks. In some extensive cases we have delib- 
erately planned the operative work to be done in 
more than one stage. In five cases we were 
compelled to cauterize for a second time areas 
which refused to heal. Twenty-seven cases were 
cured by one operation, seven were operated 


Fig. 4. Tuberculous fistula, Type III. 


weeks. We feel certain that a flare up of the 
extra-rectal tuberculosis is less likely to occur if 
this rule is enforced. 

As has been stated the facts upon which a 
diagnosis of tuberculosis may be definitely made 
is the finding of the bacillus in smears from an 
aspirated abscess, the innoculation of a guinea 
pig with positive results or tubercle formation in 
the tissue removed. It might be well to note that 
one negative section proves nothing. In a num- 
ber of cases areas from several portions of the 
tissue were examined before tubercules were 
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found. The most fruitful tissue is the heavy 
granulations found lining the sinuses. 

Of all cases admitted to Glen Lake Sanatorium, 
approximately 3 per cent had rectal fistule. The 
material upon which our findings are based are 
forty cases operated at the Sanatorium and in 
private practice. Seven of these were seen in 
the unruptured abscess stage. In only one case 
were tubercle bacilli found upon examination of 
smears but in six, positive guinea pig innocula- 
tions were secured. With one exception all cases 





5. Microphotograph of tissue removed from a fistula 


Fig. 
showing typical tubercle formation. 


had definite tuberculous lesions elsewhere in the 
body. In all but three patients the lesions were 
in an active stage. Thirty-six had pulmonary 
lesions. Three had bone lesions alone, and one 
bone and pulmonary. There were ten cases of 
gastro-intestinal tuberculosis and two cases of 
tuberculous peritonitis, all of which also had 
pulmonary lesions. One case had no demon- 
strable lesion. The general effect of the opera- 
tive procedure was interesting. The pulmonary 
lesions in the four cases having a healed condi- 
tion were not affected. Of the thirty-six cases 
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having active tuberculous lesions, twenty showed 
decided improvement in their general condition. 
Five developed temporary flare-ups and five 
showed no change. Six patients died but as far 
as we were able to ascertain by clinical and post- 
mortem examination the operative procedure had 
no bearing upon these deaths. 

In this group of forty cases the clinical diag- 
nosis and laboratory findings agreed in thirty- 
three cases or 82 per cent. Of these thirty- 
three cases twenty-nine were diagnosed clinically 
as tuberculous and four as non-tuberculous. In 
seven cases or 18 per cent the clinical and lab- 
oratory findings did not agree. Three cases clin- 
ically positive were microscopically negative and 
four clinically negative were found positive on 
section. The percentage of cases proved to be 
tuberculous by laboratory methods was 82 per 
cent. 

CONCLUSIONS 

1. About 3 per cent of all tuberculous pa- 
tients have rectal fistule. From this it would 
seem that there is a definite tendency toward the 
formation of rectal fistula in tuberculous indi- 
viduals. 

2. About 78 per cent of tuberculous fistule 
can be diagnosed clinically. A number which 
appear as simple are really tuberculous. 

3. Diagnosis can only be confirmed when the 
bacillus is demonstrated from pus aspirated from 
the unruptured abscess, either by smear or 
guinea pig innoculation, or by the finding of ac- 
tual tubercle formation in the diseased tissue. 

4. Of all rectal fistule occurring in this group 
of tuberculous individuals 82 per cent were tu- 
berculous. We believe the percentage is actually 
higher because of the possibility of tuberculosis 
being present but not found in the section of 
tissue examined. In five of our cases tubercu- 
losis was not found in the first section of tissue 
examined and it was only by repeated sections 
from different area that it could be demonstrated. 
There were likely other cases where it was pres- 
ent but not found. 

5. Despite the one unproven case in this 
series it is doubtful if tuberculosis is ever pri- 
mary in rectal fistula. It is possible but very 
improbable. 

6. The best type of operation is either by 
cautery alone or sharp dissection and cautery as 
the particular case seems to indicate. 

7. Tuberculous fistule can be operated suc- 
cessfully. Frequently the general condition of 
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the patient is also benefited by this operation and 
its advisability should be seriously considered in 
all cases. 
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ETHICS OF MEDICAL NEWSPAPER WRITING 

Dr. Charles A. L. Reed was president of the Amer- 
ican Medical Association at the time of its reorganiza- 
tion. He, later, was on the committee that formulated 
its “Principles of Ethics.” He is now devoting himself 
exclusively to literary work, his last book, “The First 
Estate,” just from the Stratford press, being a novel 
with a scientific motif. But, in addition to writing 
books, he writes an article on health and success every 
day for the King Features Syndicate, New York, 
which, in turn, furnishes the series for simultaneous 
publication in many newspapers of the United States, 
Canada, and foreign countries. Dr. Reed’s views on 
the ethics involved in his newspaper work are, there- 
fore, of interest. In a recent interview he said: 

“No, I have not ‘retired.’ I am now practicing ‘edu- 
cational medicine.’ I am ‘carrying the message to the 
masses,’ as it were. It is true my articles are having 
a phenomenal run. This, in large part, is due to the 
influence of the medical profession. You see, I had 
long wanted to do just what I am now doing. The 
opportunity came to me unexpectedly. I saw, however, 
that newspaper writing could not be ethically combined 
with a fee-earning practice. Each was entirely ethical 
within itself but the two wouldn’t mix. The combina- 
tion spelled ‘advertising’ with the worst form of unfair 
competition. My practice at the time was distinctly 
national. But, without hesitation, I announced to the 
entire medical profession that I would accept no more 
patients—and I haven’t. Now, in spite of the fact that 
I have never published my home address in my articles 
—another fine ethical point—I do receive through my 
many newspaper offices literally hundreds of letters ask- 
ing for treatment. In no single instance have I ever 
given it. The experience, however, shows what I mean 
by ‘unfair competition.’ On the other hand I have 
used my articles, now numbering well on to two thou- 
sand, to create a higher appreciation of the medical 
profession by the general public—a better understanding 
between the two. This is a thing that I have been and 
am doing much more effectively, so far as publicity 
methods are concerned, than the profession in any local- 
ity can do in its own behalf. It is doubtless in recogni- 
tion of this fact that, as I know to have been true in 
miany instances, my professional colleagues have asked 
editors to put on my feature and have thus helped to 
extend my circulation and influence.” 


ALPHA-LOBELINE 


The Council on Pharmacy and Chemistry reports 
that under the name “Alpha-Lobelin,” Ernst Bischoff 
Co., Inc., markets a solution of the hydrochloride of 
the alkaloid alpha-lobeline. The product is marketed in 
ampules stated to contain, respectively, 1/6 grain and 
1/20 grain of alpha-lobeline hydrochloride. The prod- 
uct was submitted to the Council with the claim that its 
use was indicated in “asphyxiations, shocks, and poison- 
ing where there is central respiratory depression.” The 
Council’s report states that alpha-lobeline has been very 
extensively advertised with claims that are extrava- 
gant, often bordering on the sensational. The evidence 
as to the value and safety of the product is still so in- 
complete that the Council has been unable to reach a 
definite conclusion. The Council calls attention to a 
circular issued by the American distributors containing 
a “Partial List of Hospitals using Alpha Lobelin” and 
to a paper by Norris and Weiss. To learn something 
as to the experience of some of these hospitals with 
the drug, letters were written to twenty-seven of the 
more prominent of them. While the reports of some 
of these hospitals are favorable to the use of the drug 
(although it cannot be said that they are at all con- 
clusive), it is evident that the circular containing this 
list of hospitals “where the drug is being used” gives. 
an erroneous impression as to the extent of its use and 
of the results to be expected. The paper by Norris 
and Weiss and other papers which have been published 
contain no conclusive evidence regarding the useful- 
ness of alpha-lobeline. Since adequate evidence for the 
therapeutic usefulness of alpha-lobeline is lacking at 
the present time, the Council has postponed definite ac- 
tion in regard to the eligibility of the drug for inclu- 
sion in New and Non-official Remedies. (Jour. 
A. M. A,. August 27, 1927, p. 693.) 





IT WAS WORTH TRYING 


“Here,” said the young doctor to his elder partner, 
“is a new disease I’d like mighty well to see a sample 
of and attempt the treatment.” 

“Well,” said the old doctor thoughtfully, “I guess. 
we can manage it. Send to Mrs. Newrotique a pam- 
phlet describing the symptoms, and inside of a week 
she’ll have it sure.” 








OFFI( 
ASS 
AS 


R. E. 
Min 


Roc 


All 
vertis 
the J 

The 
editor 
Comr 
either 

All 
the ¢ 
ical . 

Th 
a mi 
shou 
nishe 








z- 
al 


in 








MINNESOTA MEDICINE 


OFFICIAL JOURNAL MINNESOTA STATE MEDICAL 
ASSOCIATION, SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION, NORTHERN MINNESOTA MED- 
ICAL ASSOCIATION, AND MINNEAPOLIS 
SURGICAL SOCIETY 
Owned and Published by 
The Minnesota State Medical Association 
Under the Direction of Its 
EDITING AND PUBLISHING COMMITTEE 
R. E. FARR, M.D. JOHN M. ARMSTRONG, M.D. 

St. Paul 


Minneapolis 
L. B. WILSON, M.D. A._ A. LAW, M.D. 
Rochester Minneapolis 


J. T. CHRISTISON, M.D., St. Paul 





EDITORIAL OFFICE 
CARL B. DRAKE, M.D., Editor 
2429 University Avenue, Saint Paul 





BUSINESS OFFICE 


J. R. BRUCE, Business Manager 


2429 University Avenue, Saint Paul 
Telephone: Nestor 1381 





All correspondence regarding editorial matters, articles, ad- 
vertisements, subscription rates, etc., should be addressed to 
the Journal itself, not to individuals. 

The right is reserved to reject materials submitted for either 
editorial or advertising columns. The Editing and Publishing 
Committee does not hold itself responsible for views expressed 
either in editorials or other articles when signed by the author. 

All advertisements are received subject to the approval of 
the Council on Pharmacy and Chemistry of the American Med- 
ical Association. 

The rate for classified advertising is five cents per word with 
a minimum charge of $1.00 for each insertion. Remittance 
should accompany order. Display advertising rates will be fur- 
nished on request. 

Contents of this publication protected by copyright. 





Subscription Price: $3.00 per annum in advance. Single Copies 
asc. Foreign Countries $3.50 per annum. 








Vol. X NOVEMBER, 1927 No. 11 





EDITORIAL 





The American Hospital Association 


The annual meeting of the. American Hospital 
Association held at Minneapolis in October was 
the outstanding medical event of the year in 
Minnesota. 

The Association was formed in 1899 for the 
purpose of promoting all branches of hospital 
efficiency in the United States and Canada. 
From a small membership limited to hospital 
superintendents the membership has grown tre- 
mendously through the addition of assistant 
superintendents, hospital trustees, physicians, 
nurses, dietitians, social workers and occupa- 
tional therapists. In connection with the con- 


vention, meetings of the American Occupational 
Therapy Association, the American Association 
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of Hospital Social Workers, the Hospital Dietetic 
Conference and the Children’s Hospital Asso- 
ciation were also held. 

The magnificent new Minneapolis municipal 
auditorium was ideally suited for the various 
meetings and the huge commercial exhibit of 
everything a hospital could possibly need. 

The address by Dr. Morris Fishbein, editor of 
the A. M. A. Journal, at the banquet which was 
attended by some 900 members and guests, con- 
tained much food for thought and the ideas ex- 
pressed in his characteristic style we heartily en- 
dorse. It is unfortunate that the press rather 
distorted his speech. Dr. Fishbein did not give 
the impression that the training of internes in the 
hospital is detrimental to the welfare of the pa- 
tients nor that the standardization of hospital re- 
quirements is not in general beneficial to the 
hospitals. Every physician knows that most hos- 
pitals are better hospitals because of internes 
and that few could get along without them. 
Standardization of hospitals by the A. M. A. in 
the interest primarily of interne instruction and 
by the College of Surgeons in the interest of 
better hospital service both have done much to 
raise the quality of medical treatment in hos- 
pitals. As we see it, Dr. Fishbein’s criticism was 
that hospitals by stretching their bed capacity 
and adding expensive equipment in order to at- 
tain certain requirements may so increase the 
cost of hospitalization as to fail to best serve 
their particular communities. 

As Dr. Fishbein pointed out, the modern hos- 
pital is rendering many times the service of 
former years. The increased service has been 
accompanied by increased cost—150 per cent in 
the past fifteen years according to Dr. Fishbein. 
This is more than double the increase in cost of 
living and hence hospitalization has become an 
increased burden. The answer to this criticism 
made by Dr. MacEachern, Director of Hospital 
Activities of the American College of Surgeons, 
that the cost of hospitalization has increased only 
135 per cent during the period mentioned and 
that the cost to patients has increased only 65 
per cent, does not in our opinion lessen the 
problem materially. Someone has to pay the en- 
tire increase in cost of hospital service and if 
the patient doesn’t the answer is hospital deficits 
or more endowments. 

The solution of the problem is not clear. En- 
dowments help. Economy in hospital adminis- 
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tration has been greatly furthered by the work 
of the Committee on Simplification and Stand- 
ardization of the Hospital Association. Thou- 
sands of dollars have already been saved through 
mass production by the standardization of hos- 
pital supplies such as beds, china and textiles. 
If the investigation of the Association Commit- 
tee on Hospital Fire Insurance materializes 
hospitals will also save through the reduction of 
fire insurance rates. The committee has shown 
that the mere fact that hospitals are open and 
patrolled by night as well as by day reduces the 
fire hazard. The report further shows that 
whereas the ratio of fire losses to premiums in 
general is about 2 to 1, in the case of hospitals 
it is nearer 19 to 1. 

There is one way in which the medical staff 
of a hospital can assist in this matter of hospital 
economy. The expense of any laboratory test 
must be paid by someone. The unintelligent req- 
uisition for laboratory tests only increases the 
cost to the patients, who as a rule pay the bill 
directly or indirectly. 

One of the keynotes of the convention seemed 
to be “the patient first.” The better care of the 
patient at less cost is a worthy purpose and fully 
justifies the existence of the Association. 





Northern Minnesota Medical Association 

The recent meeting of the Northern Minnesota 
Medical Association at St. Cloud, Minn., brings 
to mind certain features that merit editorial com- 
ment. 

Our state has now, in addition to its various 
county and group local societies, a very vigorous 
southern and northern Minnesota division. The 
suggestion of Dr. W. F. Braasch (given at the 
meeting banquet) seems proper and cogent: both 
these sectional meetings should have sort of loose 
contact with the State Association—sufficient so 
that all may pull together for certain established 
principles; not enough so that cumbersome 
officialdom need obstruct their main purpose of 
giving yearly, snappy, regional conclaves, with 
the best of papers and available clinics. 

In this latter regard, all in attendance (some- 
thing over one hundred and ten) seemed agreed 
that the present meeting was a notable success. 

The program builders (as usual) tried hard 
to get men from the so-called “country” to ap- 
pear. Only a few responded; but sufficient to 
show what could be done if these men did not 


MINNESOTA MEDICINE 






evidence too much inherent modesty, and, what 
is more, a lack of habit in presenting medical 
society material. It is only too well known to 
larger city dwellers that the supposed beatific 
mantle of superiority, opportunity and leisure 
covers them about as effectually as does the 
average bathing costume of the choice of the 
beauty contests. In other words, there are more 
very general practiitioners in our large cities 
than anywhere else. Neither are they called on, 
as are their country colleagues, to meet every 
and sundry issue or emergency, for they can 
most easily shift the load of responsibility, even 
if the patient doesn’t do it for them. Therefore, 
those situated in our rural districts, who really 
cultivate their professional wares and offer them 
through the medium of a satisfactory individual 
personality, will usually find themselves as for- 
tunate in a “Main Street” of, say, two thousand, 
as one of two hundred thousand. 

One hesitates to mention something else touch- 
ing on the personal courtesy of those in attend- 
ance. As is always the case in our meetings, the 
local committees, and the profession in St. Cloud, 
provided all necessary conveniences and a fine 
assortment of clinical material. Now, none of 
the numerous “specialists” who appeared on the 
program would have cared to address a collection 
of empty chairs. Each one desired as full a 
complement of those in attendance as possible. 
Nevertheless, many of them who came (and pre- 
sented material of the highest order) edged into 
the meeting place only long enough to be present 
for their part of the program or to listen while 
a colleague in the same specialty spoke. We all 
know this is not right, and flagrantly announces 
a selfish centering that augurs no good either for 
the men who do it or for the profession as a 
whole. Much of specialism falls flat without co- 
ordination, and men of long experience know all 
too well how much the isolated specialist needs 
the broadest of professional contact all around. 
Neither is it good policy for them to intimate 
that their lives are so busy that they cannot ab- 
stract a few hours—even to sweat with the rest 
of us under the blazing heat of a Stearns County 
sun, which, while it upset our bodily water bal- 
ance, was doing much to add to the bank balance 
of our corn raising brethren on the farm. 

Therefore, let us resolve to go to medical meet- 
ings, and stay as long as we can. 

—E. L. T. 
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Registration of Laboratory Technicians 

In an editorial entitled “The Education of 
Laboratory Technicians” which appeared in 
the Minnesota MEDICINE in June, 1923, these 
prophetic words were spoken: “We may look 
forward hopefully to the time when the coérdi- 
nated efforts of the members of the various 
technical branches and those of the medical pro- 
fession which they serve will lead to more uni- 
form standards of education and more clearly 
distinguishing criteria of individual fitness.” 
(H. E. R.) 

That “time of codrdinated efforts” appears to 
us to be very near at hand. At the annual meet- 
ing of the American Society of Clinical Pathol- 
ogists which was held in Washington last May, 
a proposal to create a Board of Registry of lab- 
oratory technicians under its direct control was 
adopted. The Board was authorized to proceed 
at once to register the laboratory technicians 
throughout the United States with a view of 
classifying them according to their education, 
training and experience and defining the mini- 
mum standards of qualifications for the future 
technicians, in the light of the information thus 
obtained. The Board hopes to issue, according 
to the plans now under contemplation, a Certifi- 
cate of Registration to those laboratory workers 
who qualify under its minimum standards and 
classify them accordingly into one of two or 
three classes to be proposed. The Board is also 
expected to outline a program for training the 
future technicians which shall be a basis for a 
curriculum in medical technology in various med- 
ical colleges and universities and to encourage 
the establishment of such a course wherever 
the needs appear warranted. Such a course may 
not only be one equivalent to a full college course 
leading to a bachelor’s degree, as now in opera- 
tion at the University of Minnesota, but may 
also be a two year college work leading to a 
certificate in which all the technical essentials of 
laboratory diagnosis are emphasized with the 
minimum in didactic basic sciences. 

The Society’s program in thus attempting ulti- 
mately to standardize the education and qualifi- 


cations of the future laboratory workers has 
found the most whole hearted support from the 
leaders, not only among the pathologists and 
laboratory directors, but also among those inter- 
ested in medical education and hospital manage- 
ment. 

Indications are that in the next few years, we 
shall see not only decided elevation in the quali- 
fications of the individual members of the lab- 
oratory personnel but also the establishment on 
the one hand by not a few leading universities 
and medical colleges of a course in medical tech- 
nology and the effective control, on the other 
hand, of the medical laboratories and institutions 
which are now flourishing by freely commer- 
cializing the possibilities of such a course among 
the unqualified and ignorant. All of which point 
to a better clinical and diagnostic laboratory 
service to the medical profession in the future. 

Kano Ixepa, M.D. 





Editorial Change 


We take pleasure in announcing the appoint- 
ment of Dr. Margaret Warwick as Assistant 
Editor of the journal. Dr. Warwick, although 
specializing in pathology, has been keenly inter- 
ested in medical publications in general and will 
have supervision of the book reviews appearing 
in the journal. 

The present policy of the journal in respect to 
book reviews will be continued, the reviews not 
being limited to scientific works exclusively. A 
number of books written for lay consumption 
which have appeared during the past year have 
had to do with physicians and medical practice 
in its various phases. The doctor’s reaction to 
such publications is always interesting. Mem- 
bers are requested to submit book reviews for 
publication direct to Dr. Warwick, Hamm Build- 
ing, Saint Paul. 

We take advantage of this opportunity to ex- 
press an appreciation of the valuable assistance 
and codperation of Dr. Donald Bacon, who has 
been assisting in the editorial work of MINNESOTA 
MepIcInE for several years. 
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REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 





AMERICAN COLLEGE OF SURGEONS 
DIVISIONAL MEETINGS 

The divisional meeting of the members of the Amer- 
ican College of Surgeons for the states of Minnesota, 
North Dakota and Manitoba, is to be held in Duluth 
on November 17 and 18, 1927. 

At this time it is planned to have papers, clinics, a 
lay meeting in the evening, featuring hospitals, and 
the American College of Chicago is going to bring in 
speakers for this lay meeting. 

All members of the American College of Surgeons 
from these states, all hospital superintendents, and 
any other doctors who may be interested, are invited 
to attend. 





SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION 

The annual meeting of the Southern Minnesota 
Medical Association was held at Austin, Minnesota, 
September 30 and October 1, with the presentation of 
a very interesting scientific program. The 1928 annual 
meeting will be held in the fall in Rochester, Minne- 
sota. It is planned to have a more extensive program 
next year as no scientific program is to be presented 
at the State Medical Association meeting in Minneapolis 
in the spring. 

The following officers were elected: 

President, Dr. J. S. Holbrook, Mankato. 

First Vice President, Dr. Waltman Walters, Roches- 
ter. 

Second Vice President, Dr. Horace Newhart, Minne- 
apolis. 

Secretary-Treasurer, Dr. M. C. Piper, Rochester. 

Executive Committee, Dr. H. W. Meyerding, Roches- 
ter; Dr. F. R. Huxley, Faribault; Dr. H. T. McGuigan, 
Red Wing. 

Inclement weather accounted for the low registration 
of only seventy. 





TRAVEL STUDY CLUB OF AMERICAN 
PHYSICIANS 

The Travel Study Club of American Physicians an- 
nounces a’ Study Tour for 1928 to Spain, the Riviera, 
Northern Italy, Budapest, Vienna, Munich and Ba- 
varian Health Resorts, Berlin and Hamburg, visiting 
clinics and medical institutions. 

The Tour starts June 30, 1928, and will take two 
months. Dr. Fred H. Albee of New York is Presi- 
dent, and Dr. Richard Kovacs, 223 East 68th Street, 
New York, to whom inquiries for further details may 
be addressed, is Secretary. 





CLINICAL ORTHOPEDIC SOCIETY 
The next meeting of the Clinical Orthopedic Society 
will be held in Memphis, Tennessee, Jan. 9 and 10, 
1928. Dr. H. W. Meyerding, Rochester, Minnesota, is 
president. 








STEARNS-BENTON COUNTY MEDICAL 50. 
CIETY AND UPPER MISSISSIPPI MEDICAL 
SOCIETY 


At the joint meeting of the Upper Mississippi Med- 
ical Society and the Stearns-Benton County Medical 
Society held at Long Prairie, Thursday, Sept. 29, 1927, 
the following program: 

1. Traumatic Rupture of the Mesentery, Dr. E. W. 
Smith, Bemidji 
Discussion—Dr. Holtz, Little Falls 
2. Hypertrophy of the Prostate, Dr. J. A. Thabes, 
Brainerd 
Discussion—Dr. F. W. Van Valkenberg 
3. Eczema in Infants, Dr. W. B. Richards, St. Cloud 
Discussion—Dr. O. A. Groebner, Cold Springs, 
Dr. F. J. Schatz, St. Cloud 
4. Review of Skin Diseases, Dr. H. B. Clark, St. Cloud 
Discussion—Dr. B. A. Smith, Crosby 
5. Treatment of the Commoner Skin Diseases, Dr. 
R. L. Christie, Long Prairie 





OF GENERAL INTEREST 


Dr. A. R. Blakey has moved his practice from Still- 
water to Osakis, Minnesota. 


Dr. C. W. Paulson, of North Branch, Minnesota, has 
moved to Rochester, Minnesota. 


A son, Verne Carlton, Junior, was born to Dr. and 
Mrs. V. C. Hunt of Rochester on Monday, August 29. 


Dr. O. S. Werner has disposed of his practice at St. 
Hilaire, Minnesota, and is now located in Saint Paul. 


- Dr. E. F. Henderson, who has been in Sandy Lake, 
Pennsylvania, since last May, has returned to Roch- 
ester, Minnesota. 


Dr. H. S. Lippman, formerly of Minneapolis, is now 
associated with the Institute of Child Guidance, 145 
East 57th Street, New York City. 


Dr. Neil John Maclean of Winnipeg addressed the 
Minneapolis Surgical Society at its regular meeting, 
Thursday, September 29, on the subject “Intrathoracic 
Goiter.” 


Dr. G. Kertesz has located in Arlington, Minnesota, 
for the practice of his profession. Dr. Kertesz prac- 
ticed for a short time in Pine River before moving 
to Arlington. 


Dr. Woodard Colby, formerly of the Miller Clinic, 
has opened offices at 814 Lowry Building, Saint Paul, 
and will limit his practice to treatment of diseases of 
infants and children. 


The marriage of Dr. E. J. Pengelly of Crosby, Min- 
nesota, and Mrs. Madeline Hughes of Proctor was cele- 
brated early in October, in Minneapolis. Dr. and Mrs. 
Pengelly will make their home in Crosby. 
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Miss Alice Rye was married to Dr. J. H. Bliss on 
Saturday, September 3, at Starbuck, Minnesota. Dr. 
and Mrs. Bliss spent a month in the East before re- 
turning to Rochester, where they will make their home. 

Dr. R. A. Stephenson, who has been a fellow in 
pediatrics in the Mayo Clinic since October, 1925, left 
Rochester for Flint, Michigan, where he will practice 
His address will be 2603 Mason Street. 

Dr. E. S. Mariette of Glen Lake Sanatorium was 
recently elected chairman of the sanatorium section 
of the Mississippi Valley Conference. The new presi- 
dent of the conference is Mr. Murray Auerbach, ex- 
ecutive secretary of the Indiana Tuberculosis Asso- 
ciation. The 1928 conference will take place in Des 
Moines, Iowa. 

Dr. Edward T. Evans, who since 1922 has been as- 
sociated with the orthopedic department of the Boston 
City Hospital and the Hospital for the Ruptured and 
Crippled of New York City, has obtained offices at 306 
Physicians and Surgeons Building, Minneapolis, and 
will limit his practice to orthopedics. During the past 
year Dr. Evans visited various orthopedic clinics in 
Europe. 

The cornerstone of the new Children’s Hospital at 
311 Pleasant Avenue, Saint Paul, was laid at 3 P. M., 
October 13, with appropriate ceremony. Addresses 
were made by Dr. Isaac A. Abt of Chicago, Dr. James 
C. Neff of Indianapolis, John E. Anderson, Ph.D. of 
Minneapolis and Mr. George F. Lindsay of Saint Paul, 
chairman of the Board of Trustees of the hospital. 
The building of the hospital has been made possible 
by donations from a number of citizens and the un- 
tiring efforts of Dr. Walter R. Ramsey. 

The Mayo Foundation for Medical Education and 
Research offers clinical, surgical and laboratory demon- 
strations in urology December 12 to 17 inclusive. Reg- 
istration will be limited to a small group of men already 
engaged in urology. No fee will be charged. 

The program will include lectures, clinical discussion 
of obscure cases, urographic interpretation, demonstra- 
tions of punch operations and ureteral manipulation, 
litholapaxy, laboratory procedures, preoperative and 
postoperative treatment and surgical clinics. Communi- 
cations should be sent to the Director of the Mayo 
Foundation, Rochester, Minnesota. 


PRIZE THESIS CONTEST 

A cash prize of $250.00 is offered by the Minnesota 
Society of Internal Medicine to any regular practicing 
physician in the State of Minnesota for the best thesis 
on some subject related to clinical internal medicine, 
or to research in the medical sciences related to inter- 
nal medicine. 

The purpose of this prize is to stimulate the re- 
search spirit in practitioners of medicine, and there- 
fore is to be awarded only to physicians in active 
practice of clinical medicine (not limited to internists). 

Physicians in the employ of the United States Army, 
Navy, or Public Health Services, whose legal residence 
is in Minnesota, are eligible. 

The prize will not be awarded to any member of 
this Society. 

All these must be submitted before Dec. 31, 1927. 


Candidates should notify the secretary, Dr. E. L. 
Gardner, 610 Yeates Building, Minneapolis, Minnesota. 


NEW AND NON-OFFICIAL 
REMEDIES 


The following articles have been accepted by the 
Council on Pharmacy and Chemistry: 
E. Bityuser, INc.: 

Bromural. 
ParkE, Davis & Co.: 

Diphtheria Toxin-Antitoxin, 0.1 L+-P. D. & Co. 
Swan-Myers Co.: 


Capsules Ephedrine Hydrochloride-Swan-Myers, 0.05 
Gm. 








TRUTH ABOUT MEDICINES 


Acetarsone-Abbott.—A brand of acetarsone-N. N. R. 
For a discussion of the actions, uses and dosage of 
acetarsone, see New and Non-official Remedies, 1927, 
p. 83. This product is supplied in substance and in 
0.25 Gm. tablets. Abbott Laboratories, North Chicago. 

Erysipelas Streptococcus Antitoxin (Concentrated)- 
Mulford.—An erysipelas streptococcus antitoxin (New 
and Non-official Remedies, 1927, p. 337) prepared by 
injecting horses intradermally with strains of hemo- 
lytic streptococci isolated by H. Amoss from human 
cases of erysipelas lesions, bleeding the horses and, 
when test bleedings show the serum to have reached 
the desired potency, separating the serum, sterilizing it, 
and preserving by the addition of 0.35 per cent of 
phenol. The product is then concentrated by a process 
which preserves both the antitoxic and anti-bacterial 
properties claimed to be in the original serum. The 
product is marketed in packages of one 20 c.c. syringe. 
H. K. Mulford Co., Philadelphia. 

Cholera Bacterin (Cholera Vaccine).—This cholera 
vaccine (New and Non-official Remedies, 1927, p. 358) 
is also marketed in packages of one 20 c.c. vial con- 
taining 1,000 million killed cholera vibrios per c.c. 
H. K. Mulford Co., Philadelphia. (Jour. A. M. A., 
September 10, 1927, p. 883.) 

Iodoxybenzoates.—Iodoxybenzoic acid resembles 
salicylic acid, chemically differing in that the hydroxyl 
group of the latter has been replaced by an iodoxy 
group. The known actions of the salts of iodoxy- 
benzoic acid, as developed by investigators, led up to 
its clinical application by Young and Youmans in the 
treatment of arthritis. The investigators, in their in- 
troduction of the substance, used the sodium salt or 
ammonium salt prepared extemporaneously; later, they 
recommended the use of ammonium iodoxybenzoate. 
The salts of iodoxybenzoic acid are indicated chiefly 
in arthritis. They are reported to be preferably ad- 
ministered intravenously; however, for cases in which 
the drug cannot be given intravenously, oral adminis- 
tration and administration by high enema have been 
employed and found effective. 

Amiodoxyl Benzoate (Ammonium o-iodoxybenzoate). 
—The ammonium salt of 2-iodoxybenzoic acid. The 
latter differs from orthohydroxybenzoic acid (salicylic 
acid) in that the hydroxy group is replaced by the 
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iodoxyl group. It contains 42.7 per cent of iodine. For 
a discussion of the actions and uses, see the preceding 
article “Iodoxybenzoates.” 

Amiodoxyl Benzoate-Abbott—A brand of amiodoxyl 
benzoate-N.N.R. Abbott Laboratories, North Chi- 
cago. 

Capsules Ephedrine Hydrochloride-Swan-Myers, 0.05 
Gm.—Each capsule contains Ephedrine Hydrochloride- 
Swan-Myers (Jour. A. M. A., April 16, 1927, p. 1235) 
0.05 Gm. Swan-Myers Co., Indinapolis. 

Ephedrine Sulphate-Abbott—A brand of ephedrine 
sulphate-N.N.R. For a discussion of the actions, 
uses and dosage of ephedrine sulphate, see The Journal 
A. M. A., March 19, 1927, p. 925. Abbott Laboratories, 
North Chicago. (Jour. A. M. A., September 24, 1927, 
p. 1061.) 





CASE REPORTS 





Members are requested to report interesting and 
unusual cases for publication in this department. 
Many cases reported at hospital staff meetings and 


similar meetings are very instructive and worthy of 
publication. 





OVARIAN CYST COMPLICATING PREGNANCY* 
REPORT OF CASE 





Rosert E. McDonatp, M.D. 
Minneapolis 





M. K., a housewife twenty-three years of age, was 
admitted on the obstetrical service June 23, 1927. The 
period of gestation was about seven and one-half 
months, the last menstrual period having ended Novem- 
ber 15, 1926. 

On the morning of the day of admission the patient 
began to have pain in both groins, dull and constant 
in character but not simulating labor pains as she 
had experienced in her only other pregnancy two years 
ago. 

Family history reveals tuberculosis in the mother, 
who lived sixteen years after the diagnosis had been 
made and then died following a paralytic stroke. 

The patient states that she had typhus fever when a 
small child. In 1925 she was delivered of a normal child 
after a primiparous labor lasting six hours. She had a 
second degree laceration of the perineum which was 
repaired at the time and convalescence was uneventful. 

Since becoming pregnant this time, there have been 
irregular periods of nausea and vomiting throughout 
the entire seven and one-half months. During the week 
prior to coming to the hospital, there had been blurring 
of vision and occasionally a transient diplopia. When 
pain in her lower abdomen and groins began June 23, 
the patient believed she was going into labor prema- 
turely and came into the hospital that evening. By 
this time the pain had become so acute that morphine 
was required to give rest. It was evident that the 


*From the Obstetrical and Gynecological Service, Minneap- 
olis General Hospital, Minneapolis. 
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pain she was suffering was not due to uterine conirac- 
tions. Pressure in the left groin particularly caused 
great distress. The pain was constant and no uterine 
contractions could be felt on palpation of the abdomen, 
The patient was observed for three days, during which 
time it was necessary to relieve her with sedatives arid 
opiates. 

Physical examination showed a normal, well developed 
woman whose abdomen was distended to more than the 
size of full term pregnancy. She could not now be 
upon her feet because that aggravated her pain. The 
uterus was very difficult to outline either by abdominal 
or bimanual examination, but on palpation of the ab- 
domen a sensation of fluid wave and fluctuation could 
be elicited. Dullness on percussion was met with 
throughout the entire abdomen and change of position 
did not create any areas of normal tympany. Pain, 
most marked in the left lumbar region, was brought 
out by Murphy percussion, though most of the patient's 
constant distress had shifted to her right groin the day 
after she entered the hospital. Fetal parts were dif- 
ficult to identify but it was thought that the back could 
be outlined on the left, with the small parts on the 
right, the breech in the fundus and the head in the 
pelvic brim but not engaged. The cervix was neither 
effaced nor dilated. The fetal heart could at times 
be indistinctly heard in the left lower quadrant. Pelvic 
measurements were normal; interspinous 25.0; inter- 
cristal 29.0; intertrochanteric 36.0; and external con- 
jugate 22.0. 

An x-ray picture showed a single, small fetus, with 
the head in the pelvis, back to the left and small parts 
on the right. The size of the fetus was not com- 
mensurate with the abdominal physical findings so a 
diagnosis, from the roentgenologist’s viewpoint, of 
polyhydramnios was made. 

The blood pressure was at no time elevated. A 
systolic pressure of 124 and a diastolic of 64 was the 
average maintained. 

Except for a faint trace of albumin, the urinary find- 
ings were normal. Blood findings were also normal. 

For three days this patient was kept in bed with a 

tentative diagnosis of acute hydramnios or twin preg- 
nancy. 
On the evening of the third day the patient was 
taken to the delivery room and fully prepared in the 
lithotomy position, the intention being to pierce a small 
hole in the membranes and allow the amniotic fluid to 
drain away slowly. No rectal examination had been 
done recently for it was not thought that the patient 
was in labor. However, before the membranes could 
be ruptured there was one hard pain followed imme- 
diately by protrusion of the amniotic sac from the 
vulva. The membranes were then ruptured and the pa- 
tient was delivered, spontaneously, of a small female 
infant weighing 2,130 grams. The position was O.L.A. 
The amniotic fluid lost was estimated not to have ex- 
ceeded 500 to 600 cubic centimeters. 

Although the decrease in the size of the abdomen 
after delivery was perceptible, it was still distended 
but the pain was noticeably diminished. The puer- 
perium was uneventful except for the persistence of the 
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patient’s symptoms but to a somewhat lesser degree 
than they had been antepartum. 

On the twelfth day postpartum a careful vaginal ex- 
amination was made and a large tumor, semi-fluctuant 
and arising from the right adnexal region, was found 
crowding the uterus well over to the left side of the 
pelvis and posteriorly into the hollow of the sacrum. 
The tumor extended well up to the costal margins and 
caused slight embarrassment to respiration. The diag- 
nosis made at this time was a large cyst of the right 
ovary and the patient was transferred to the gyne- 
cological service, where she was operated twenty-one 
days after delivery, under general anesthesia. 

A midline suprapubic incision was made up to the 
umbilicus later being carried about three inches above 
and to the left of the navel to permit delivery of a 
very large tumor which was a right ovarian cyst 
tightly wedged into the pelvic inlet and rising above to 
the diaphragm. With considerable difficulty the cyst 
was delivered intact, being adherent to the peritoneum 
over almost the entire anterior surface. The real cause 
for the patient’s pain was now explained by a complete 
twist of the cyst pedicle. 

The patient again made an uneventful and rapid re- 
covery and was now relieved of the pain she had ex- 
perienced for nearly four weeks. 

The following is the pathologist’s report of his find- 
ings: “Gross examination: The specimen is a very 
large, unilocular cyst weighing fifteen and one-half 
pounds and containing two small.adjacent cystic areas 
in its wall. There wére 5,400 cubic centimeters of blood- 
tinged fluid and a considerable quantity of cheesy ma- 
terial and hair lying free in the folds of the wall on 
its interior surface. Microscopic examination: The 
wall is composed of thinned out connective tissue with 
occasional mucinous areas. No epithelium noted in 
sections cut. Diagnosis: Dermoid Cyst.” 

The patient remained in the hospital thirteen days 
after operation and was discharged feeling very well 
on the fourteenth day. The wound healed well. Since 
her discharge from the hospital, the patient has been 
seen twice in our out-patient clinic. She is now doing 
her own work and feels better than she has at any 
time during the past ycar. 





THE DOCTOR’S REMEDY 


“Get in the country,” said the doctor; “long walks 
in the open air. No alcohol in any form, and one cigar 
a day.” 

“But—doctor—” 

“One cigar a day!” reiterated the doctor firmly. 

Six weeks later the patient returned to town. 

“How do you feel?” asked the doctor. 

“Splendid! Fit as a fiddle!” 

“And you liked it all?” 

“Yes; everything except the one cigar.” 

The doctor smiled. “The tobacco habit, my dear 
sir—” 

“Isn’t any joke,” put in the patient ruefully. “It’s 
hard for a man at my time of life to take up smoking!” 


CASE REPORTS 
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UNUSUAL FAMILIAL OCCURRENCE OF SPASM 
IN THE LOWER PORTION OF THE 
ESOPHAGUS AND IN THE 
PYLORIC SPHINCTER* 





Porter P. Vinson, M.D. 
and 
C. Baxter Brown, M.D. 
Rochester, Minnesota 





Although the etiology of cardiospasm is still obscure, 
it is evidently a disturbance of the neuromuscular 
mechanism of the esophagus.? It is not intended here 
to consider the etiologic factors in cardiospasm, but 
simply to call attention to the interesting circumstances 
of finding two cases of spastic obstruction at the 
cardia and one of congenital hypertrophic pyloric sten- 
osis in three successive generations of a family. Al- 
though congenital hypertrophic pyloric stenosis may 
not be entirely spastic in origin it is generally believed 
that spasm is a prominent etiologic factor. The cases 
are those of a woman who had a spasm at the cardia, 
her son who had cardiospasm, and his son who had 
congenital hypertrophic pyloric stenosis. 


REPORT OF CASES 


Case 1—A woman, aged fifty-one, came to the Clinic 
November 17, 1915, complaining of dysphagia of one 
and a half years’ duration. She had noted obstruction 
to solid food at the cardia with frequent regurgitation 
and had voluntarily confined her diet to liquids, corn 
meal and other finely divided foods. It was easier for 
her to swallow warm than cold liquids. Belching and 
heartburn occurred once or twice a week. 

Physical examination was essentially negative. Gas- 
tric analysis showed total acidity of 66, free hydro- 
chloric acid 56, and combined acids 10. Roentgen-ray 
examination showed slight lagging of the barium meal 
at the cardiac end of the esophagus. November 20, 
1915, a No. 45 French webbed bougie was passed into 
the stomach with slight resistance at the cardia. The 
patient swallowed normally after treatment and was 
dismissed. Mild spasm at the cardia was diagnosed. 
The patient received similar treatment in 1916, with 
the same result. In 1917, dilatation with a hydrostatic 
dilator was performed elsewhere and there was relief 
from symptoms for seven years. 

The patient returned to the Clinic September 13, 1927, 
complaining of gradual return of dysphagia during the 
last three years. At first, the complaint was minimal, 
and she felt well for intervals of as long as six months, 
but during the last six months the dysphagia was al- 
most constant and of increasing severity. Food seemed 
to lodge at the level of the lower part of the sternum, 
causing pain which was relieved by regurgitation. Solid 
foods were the chief offenders, but liquids caused some 
difficulty. There were irregular periods of complete 
freedom from symptoms, lasting for two or three days. 


an the Division of Medicine, Mayo Clinic, Rochester, 
inn. 5 
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There had been loss of weight of 13 pounds. Roent- 
genographic examination of the stomach and esophagus 
was negative. A No. 45 French sound was passed into 
the stomach with complete relief of symptoms. 

Case 2.—A man, aged twenty-nine, came to the Clinic 
November 19, 1921, complaining of intermittent dys- 
phagia which had begun a year previously. Liquid 
food gave as much trouble as solid food. After eating, 
the patient had a sensation beneath the sternum as 
though “something were contracting.” Regurgitation 
always relieved this sensation completely. On one oc- 
casion, food known to have been eaten twenty-four 
hours previously was regurgitated. Actual pain or noc- 
turnal regurgitation was not present. He had been 
taking belladonna with temporary relief from symptoms. 
Without it, he had constant trouble. Nine months be- 
fore examination at the Clinic, the cardia had been 
dilated elsewhere with complete relief from dysphagia 
for two months. Physical examination was negative. 
Roentgenographic examination showed cardiospasm 
with marked dilatation of the esophagus. November 21, 
1921, the cardia was dilated with the hydrostatic dilator 
to 26 feet of water pressure, with moderate pain. Four 
days later, another roentgenogram showed marked 
lagging of the barium meal at the cardia, but the pa- 
tient was completely relieved from dysphagia. He re- 
mained entirely well for two years. Mild recurrence 
of dysphagia necessitated another dilatation of the 
cardia April 23, 1925, with complete relief from 
symptoms. 

Case 3.—The son of the patient described in Case 2, 
at eleven days of age, began to have projectile vomiting 
soon after food was taken. On the fifteenth day, Dr. 
Beeh, of Fort Dodge, Iowa, performed a Rammstedt 
operation for congenital pyloric stenosis, and the symp- 
toms were completely relieved. 


BIBLIOGRAPHY 
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ARTIFICIAL RIPENING OF FRUITS BY 
ETHYLENE 


While the use of ethylene as a means of ripening 
fruit is of growing commercial importance the health 
phases have not yet been thoroughly considered. Cer- 
tain fruits and vegetables are recommended by physi- 
cians largely because of their vitamin content; whether 
or not this is altered by ethylene has not been de-~ 
termined. Possibly, also, the fruits and vegtables may 
be picked earlier than is the practice today, thus short- 
ening the period of irradiation by the sun. Physicians 
may well watch the development of this form of food 
enterprise; perhaps the time may come when certain 
everyday foodstuffs will be purchased on the basis of 
vitamin units. In the meanwhile, the use of vitamin- 
containing products in as near a “naturally ripened” 
condition as possible should be encouraged when used 
for prophylaxis against avitaminosis. (Jour. A. M. A., 
September 3, 1927, p. 792.) 
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PROGRESS 


Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 





PEDIATRICS 


SUPERVISORS: 


CHESTER A. STEWART, 
LA SALLE BLDG., MINNEAPOLIS 


ROY N. ANDREWS, 
MANKATO CLINIC, MANKATO 





INTUSSUSCEPTION: Alanson Weeks, M.D., and 
G. A. Delprat, M.D. (Archives of Pediatrics, August, 
1927). Intussusception rarely occurs in adults. Most of 
the cases occur before the first two years of life. The 
ratio of male to female is given in different series as 
varying from two or three to one. 

The factors causing intussusception have been dis- 
cussed usually under two heads, either dynamic forces 
or mechanical. The commonest mechanical factor is a 
mucous polyp of the intestine or some other foreign 
body which may become attached to the wall of the 
intestine, as, for example, worms, and the pull of the 
peristaltic action tends to invert the point of attach- 
ment to within the lumen of the intestine. 

Hypertrophic lymphoid tissue of che lower ileum in 
infants may act as a foreign body within the intestine 
and cause the same type of invagination. 

Under the general heading of dynamic factors are 
usually considered variations of the tone or spasticity 
of the intestine. It has been suggested that a tightly 
contracted portion of the bowel may be forced into an 
adjacent atonic or relaxed portion, and that these con- 
ditions of alternate spasticity and relaxation, associated 
with probable hyper-peristalsis, are responsible for the 
intussusception. 

The greatest chance of one portion of the bowel 
telescoping into another should occur where there is a 
sudden change in the diameter of the intestine, and it 
is at this point, in fact, that the great majority of in- 
tussusceptions occur, as for example at the ileocecal 
region. , 

The symptoms of acute intussusception are unusually 
typical. Practically every case appears in what has 
been a perfectly normal, healthy, happy child, and 
usually a fat one. The usual clinical picture presents 
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a violent onset of abdominal pain, shock and vomiting, 
which is later accompanied by bloody, mucous stools 
and the possible presence of a mass—tenesmus, leuko- 
cytosis of 15—20,000. A tumor mass usually can be 
felt, and here, differing from almost any serious ab- 
dominal condition of an acute nature, there will be no 
guarding of the muscles, so that palpation of the tumor 
is possible. 

If an intussusception is of the ileocecal type and is up 
toward the hepatic flexure, the tumor may lie beneath 
the liver and escape palpation. 

Diagnosis of intussusception may be confused with 
severe colitis, and vice versa. However, continued 
passage of blood-stained fecal matter rather than simple 
evacuation of the blood-stained contents of the bowel 
without further fecal matter, distinguishes between 
these two conditions. 

In the early stages, the intussusception may some- 
times be reduced by forcing water or air into the colon 
under some pressure. This can be best accomplished by 
inserting a small catheter with a bulb and valve attach- 
ment and clamping the fingers over the anus to pre- 
vent the immediate escape of gas or liquid. 

If the intussusception is of some standing, fibrinous 
adhesions may occur between the serous surface of the 
two layers of intestine in contact with each other at 
the point of intussusception, and the adhesions may 
soon become firm enough to prevent its reduction by 
this method. 

In operating upon these patients, a right rectus in- 
cision will give ample exposure. Gently milk the in- 
tussuscipiens about the head of the intussusceptum. 
In this way reduction can sometimes be rapidly ac- 
complished. 

The intussuceptum will be found to be dark and con- 
gested. It is well to wrap this in warm towels for a 
few minutes to be sure that the color improves and that 
peristaltic waves may be seen to pass across these dark 
areas. If it is seen that peristaltic waves come up to 
but do not pass a dark area of intestine and there is no 
response to compressing in warm towels after a few 
minutes, resection of that portion should be considered. 





SOME OBSERVATIONS ON THE CORRELA- 
TION OF PHYSICAL FINDINGS IN THE CHEST 
IN INFANCY, WITH PATHOLOGY: Coursen 
Baxter Conklin, M.D. (Archives of Pediatrics, Febru- 
ary, 1927). At birth the thorax is more often conical 
in shape; at times, however, cylindrical. The antero- 
posterior and the transverse diameters are equal. Re- 
spiratory movements are diaphragmatic owing to the 
weakness of the pectoral and intercostal muscles and 
also the horizontal position of the ribs. The breathing 
is shallow and more rapid because of posture. The 
abdominal viscera interfere with free diaphragmatic 
movements. Along about the sixth month, however, 
when the baby begins to sit up, a transition occurs. 
The ribs become more oblique. The chest muscles be- 
come stronger with a resulting greater amplitude of 
respiratory movements and consequently a shortening 
of the antero-posterior diameter of chest. 


In 99 per cent of children under 10 years and in 
95.3 per cent over 10 years, D’Espine’s sign corresponds 
with roentgen findings and that it is valuable in select- 
ing cases to be rayed. Notation of respiratory rate 
and character is of little value as an early aid. Tactile 
fremitus is of doubtful assistance. 

Percussion. In early infancy this not of great value 
as a change of note may often be developed by chang- 
ing head from side to side and so putting muscles 
on stretch. The interscapular region should never be 
neglected. Percussion in the older child approximates 
its value in adult. 

Auscultation. In beginning pneumonia there is dim- 
inution of breath sounds and on opposite side of 
chest the breath sounds may be harsher than normal. 
The breath sounds in the child are more harsh than 
in the adult. Again, breath sounds and voice sounds 
are transmitted with considerable clarity through pleu- 
ritic effusions. Rales and adventitious sounds of vari- 
ous kinds are transmitted through chest wall with 
intensity. 


R. N. Anprews, M.D. 


CHRONIC OTITIS MEDIA IN INFANCY: Ed- 
ward S. Babcock, M.D. (Archives of Pediatrics, Au- 
gust, 1927). Otitis media is so common and the symp- 
toms are so varied that no examination of a child is 
complete without looking at the ear drums. It is very 
simple to diagnose middle ear infection when the ear 
is draining or when the drum is acutely red and 
bulging, but it is not so easy to differentiate between 
the normal drum and the drum often found in chronic 
or subacute infections. 

At birth the deeper portion of the external auditory 
canal is filled with caseous material. If this is re- 
moved, the tympanic membrane presents a quite con- 
stant picture. The drum is dull red in color with 
minute vessels visible on the surface, increasing with 
crying. The pars flaccida is not demarcated. There is 
no cone of light. The prominence of the short process 
of the malleus may be nearly indistinguishable. The 
drum periphery appears somewhat bulging, and the 
surface has little sheen except in the anterior inferior 
quadrant. As the infant grows older the appearance 
of the drum gradually approaches the adult type. 

In chronic otitis the ear drum often has this new- 
born appearance, except that it is more often dull grey 
or creamy white than dull red or pink, and is often- 
times hard to differentiate from a normal drum which 
has not yet developed a mature appearance, such as 
prominent short process, sheen, etc. There is no 
definite symptomatology -of chronic otitis. There may 
or may not be fever, crying, rubbing of ears, cough, 
poor appetite, vomiting, diarrhea, feeding disturbances, 
etc., or any of these may be present alone. 

In a large number of these athreptic infants and 
others with any of the above symptoms a chronic otitis 
can be found by examining the ear drums. 

Local treatment is directed at maintaining drainage. 
As long an incision as possible is made through the 
posterior half of the drum and the canal kept clean 
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with frequent irrigations of peroxide and water in 
equal parts. Even large paracenteses tend to close be- 
fore the infection has subsided and repeated paracen- 
teses are often necessary. 

If there is demonstrable infection of the nasopharynx 
or of the paranasal sinuses these must be treated. 
Aside from the local treatment, autogenous vaccines 
and either quartz lamp or sun exposures are of value. 





TUBERCULOSIS CASE FINDING IN CHIL- 
DREN: Henry D. Chadwick (American Review of 
Tuberculosis, 1927, XV, 601). Children in Westfield 
and Hampden County Schools of the grade school age 
were examined for evidence of tuberculosis. 8,519 
were examined the first year and 19,073 the second 
year, averaging 130 cases a day. A clinic personnel of 
17 persons including 5 physicians, 3 nurses, 4 stenog- 
raphers, 4 nutritionists and an s-ray technician con- 
ducted the survey. Thorough examinations were made 
of the nose and throat, thyroid, heart and lungs, 
weight and temperature, von Pirquet tests were made 
in each case, those reacting to tuberculin having x-ray 
plates made. 

The diagnoses were made by the chief of the clinic 
in consideration of history, physical examinations, von 
Pirquet, x-ray findings and the elimination of other 
diseases. Of the 8,519 examined the first year 2,235 
reacted positively to tuberculin (774 refused the test). 
410 were diagnosed as hilum tuberculosis; 1,080 as 
suspects; 25 as pulmonary tuberculosis; 494 had en- 
larged cervical lymph nodes, of whom 151 were re- 
actors to tuberculin while 343 were not. 4,051 had de- 
fective teeth; 2,235 diseased tonsils and adenoids. 

The examination of cases with reference to the rela- 
tion of nutrition to reaction to tuberculin showed that 
more reactions occurred in the maltnutrition group 
than the normal or overweight children. The positive 
reactions to tuberculin were found to be fewer than 
usually quoted. Of the children of 5 years of age 18% 
reacted positively; 10 years, 32%; 15 years, 39%; 
no differences being noted in rural and urban locali- 
ties. 

Complete charts are published with the article. 

Similar results were obtained in the second year 
group. 

Dr. Chadwick concludes with the statement that 
tuberculin tests should be made in all children and 
that all reactors should be +-rayed. 

D. W. Hutcuinson, M.D. 


PYLORIC STENOSIS OF INFANTS: F. F. Tis- 
dall, M.D., M. W. Poole, M.D., and Alan Brown, 
M.B. (Amer. Jour. of Diseases of Children, August, 
1927). The cardinal symptoms and signs are: (1) pro- 
jectile vomiting; (2) visible gastric peristalsis; (3) 
palpable pyloric tumor, and (4) constipation with a 
small amount of material in the stool. 

Pylorospasm, or hypertonia, is a distinct clinical en- 
tity that can be recognized and distinguished from 
pyloric stenosis. Furthermore, the authors believe that 
entirely different treatment is indicated in the two con- 


ditions, and that therefore these diseases should be 
carefully differentiated from each other. 

A small amount of barium is added to breast silk 
which the infant is given while he is being observed 
under the fluoroscope. The rhythmic, snake-like, 
peristaltic contractions seen in the pylorus, independent 
of the contractions of the rest of the stomach, are ab- 
solutely pathognomonic of the condition. When 80 
per cent or more of the food passes through the pylorus 
in four hours, although characteristic contraction 
waves are present, operation is deferred. 

The most reliable single sign, however, in the diag- 
nosis of pyloric stenosis is a palpable tumor. 

Treatment.—The treatment of pyloric stenosis may 
be either medical or surgical. To be strictly correct, 
the so-called surgical treatment should be considered 
as a combination of both medical and surgical treat- 
ments. The Rammstedt operation, or some modifica- 
tion of it, is used almost exclusively. 

Three main methods have been employed in the med- 
ical treatment of pyloric stenosis. The first is the re- 
feeding of the infant after it has vomited. The sec- 
ond is the administration of atropine sulphate just be- 
fore each feeding. The third is the use of a thick 
cereal feeding, advocated by Sauer. 

Although many infants who are in good condition 
may be treated medically with success, the long hos- 
pitalization with continued exposure to parenteral in- 
fections, the additional care, the long continued anxiety 
for both the physician and the parents and the large 
amount of breast milk required—all these factors, com- 
bined with the low mortality rate of the surgically 
treated patients in this group (8 per cent), lead the 
authors to believe that it is advisable to submit all in- 
fants having pyloric stenosis to operation. 


R. N. Anprews, M.D. 


ENLARGEMENT OF THE SPLEEN IN CHIL- 
DREN: Adrien Bleyer, M.D. (Amer. Jour. of Dis- 
eases of Children, August, 1927). In three groups of 
cases of measles, comprising more than 500 cases, the 
spleen was found to be enlarged in 56 per cent. The 
appearance of the spleen at the height of the rash and 
the abrupt disappearance of the rash indicate that this 
reaction is related to the virus of this disease. 

No such reaction as was observed in measles oc- 
curred in the other common diseases of children. 

Active rickets shows enlarged spleens in about one 
case in three. 

Inherited syphilis when active is characterized by en- 
largement of the spleen. Syphilis is, however, an un- 
common cause of enlargement of the spleen in early 
life. 

Enlargement of the spleen is common among appar- 
ently healthy infants and is thus of little diagnostic 
help at this time. This is particularly true during the 
middle months of the first year of life, when it may 
be observed in about one case in four. In the second 


year, it is about half as common as in the first year. 
R. N. Anprews, M.D. 
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EYE, EAR, NOSE AND THROAT 





SUPERVISORS: 


VIRGIL J. SCHWARTZ, 
PHYS. & SURG. BLDG., MINNEAPOLIS 


E. L. ARMSTRONG, : 
FIDELITY BLDG., DULUTH 





AN ENDOCRINE FACTOR IN OTOSCLEROSIS : 
Dana W. Drury, Boston (Acta Oto-laryngologica, Vol. 
X, Fase. I). Otosclerosis must often be regarded as 
the result of metabolic disturbance involving one or* 
all of the organs of internal secretion. It need hardly 
be stated, however, that not all cases of otosclerosis 
have an endocrine basis. Heredity is an important 
etiologic factor. 


Foci appear especially in the bony capsule of the 
labyrinth, showing an increased cell-formation and cal- 
cium deposit. Here are large hollow spaces filled with 
enlarged blood vessels, causing the reddish hue often 
seen through the translucent drum. An increased con- 
nective tissue deposit is found between the vessels and 
the bone. These foci, usually situated in the lateral wall 
of the labyrinth, slowly enlarge; this wall gradually 
thickens, bony constriction and obliteration of the win- 
dow margins follow, and finally there develops fixation 
of the stapes. 


These foci are congenital, at least in many cases, but 
if they do not involve the fenestre or the inner surface 
of the capsule, no symptoms may be observed. These 
points are usually reached at puberty, so it is at this 
time that evidences of otosclerosis are usually noted. 
As a rule, degeneration of the auditory nerve follows 
advanced changes in the bony capsule or membranous 
labyrinth. 


In the adult the female gonads seem to play a much 
more important part than the male; indeed, it is fre- 
quently only after the first pregnancy that the existence 
of otosclerosis is discovered. Whatever the cause, early 
treatment is imperative if any hope for improvement is 
to be realized; it is therefore essential that children 
with a suspicious family history should be watched until 
the end of the second decade. Such children will very 
frequently show a hypofunction of the endocrine or- 
gans, with, consequently, a disturbed metabolism. The 
pituitary, the thyroid and the gonad are involved in the 
order given. Of these the gonad group shows the least 
response to treatment. 


Vircit J. Scuwartz, M.D. 


STUDIES ON THE VALUE OF MERCURO- 
CHROME AS A DISINFECTANT IN OPHTHAL- 
MIC WORK: Helga Frandsen, Copenhagen (Acta 
Ophthalmologica, Vol. IV, Fasc. I). The use of 


mercurochrome 220 in 2 per cent solution as a con- 
junctival antiseptic has produced widely varying results. 
Introduced by Young, White and Schwartz as a non- 
irritant combination of the penetrating properties of 
fluorescein with the germicidal properties of mercury, 
its sponsors found that bladder epithelium and sub- 
mucosa were stained—occasionally even the muscularis 
—five minutes after injection. They also found that 
staphylococci were killed in one minute by a 1/1000 
solution of mercurochrome, in ten seconds by a 1/100 
solution. Later, however, the germicidal value was 
found to be markedly less than at the first report, and 
on standing the solution was found to lose its bac- 
tericidal value. 


In the present study, cotton applicators were used for 
taking cultures from the conjunctiva, and plating on 
blocd agar. These specimens were then incubated for 
48 hours and the colonies counted. Then 2 per cent 
mercurochrome was instilled into the eyes, and an effort 
made to see whether the conjunctiva could be sterilized 
and, if so, how long this condition would remain. 


The first group had a mercurochrome instillation 
three times daily, and the cultures were taken twelve 
hours after an instillation. In a period of treatment 
varying with different cases from two to thirty-two 
days, and including sixteen patients, sterile cultures 
were produced only once or twice with five of the cases 
after many days’ treatment, and this condition was 
very fleeting. In about half the cases there was some 
diminution in the bacterial content. The remainder 
were not affected. 


The second group was treated as above, plates being 
made 12 hours after treatment, but following this mer- 
curochrome was again instilled and the plating was re- 
peated in one hour. Two of the four cases so man- 
aged showed a marked decrease in the number of col- 
onies, one showed no change, while the last showed 
an increase. 


The third group of six cases had a mercurochrome 
instillation three times at five-minute intervals, and 
the lids were painted with the solution at each time. 
The conjunctival sacs were then rinsed with sterile 
water for one minute. One case developed a sterile 
conjunctiva, three cases showed a diminished number 
of colonies, one was unchanged and one showed an 
increase. 


In view of the above, and inasmuch as mercuro- 
chrome is precipitated by cocain, holocain, novocain, 
atropin, eserine, scopolamine and ether preoperative 
drugs with very irritating effect, the conclusion is drawn 
that mercurochrome has no value as a germicide in pre- 
paring for eye operations. 


Vircit J. Scowartz, M.D. 


SEASICKNESS: K. Biehl (Acta Oto-laryngologica, 
Vol. IX. Fasc. 4). In a study of this condition all 
stages of illness may be encountered, from slight in- 
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disposition to a feeling, almost, of annihiliation. What- 
ever its degree, it is commonly ascribed solely to an 
irritation of the vestibular apparatus of the internal 
ear, this irritation being due to the motion of the 
ship. However, a number of facts may be adduced 
to contradict this theory. It is well to remember that 
old people and children under two years are rarely 
seasick. 


The common symptoms are headache, nausea and 
vomiting. The first three patients observed on board 
ship showed interesting conditions: the first experi- 
enced no illness whatever during the first few days of 
the voyage, all of which were very stormy; however, 
on becoming greatly excited over an incident which 
took place on board, symptoms of severe seasickness 
set in. The second stated that she is so subject to the 
illness that even when. looking at the motion picture 
of a rocking ship she becomes ill. The third suffered 
no nausea or vomiting, only urinary retention which 
disappeared on landing. The first case may have been 
due to vestibular irritation, but the other two could 
not have been; that is to say, some other factor must 
have caused the seasickness. 


Persons troubled with this condition try to lie at 
right angles to the ship’s course and as near its center 
as possible. A variety of symptoms may be exhibited, 
including peculiar smell sensations and optical effects, 
marked weakening of the pulse, and sexual instability. 


While it is of course true that all the organs, among 
them the labyrinth, are affected by movements of the 
ship, the most pronounced action is upon the brain. 
The cerebral peduncles and the cerebellum are essen- 
tially floating bodies in a sort of cistern filled with 
fluid so as to support these structures in the manner 
of a water-pillow. If, therefore, the receptacle con- 
stantly changes its position, the floating bodies will 
have to change theirs also if they are to remain in 
equilibrium. Sometimes if the water-pillows are sud- 
denly emptied with the head erect, the cerebellum will 
drag the cerebral peduncles downward into the foramen 
magnum, thus producing symptoms of brain-stem pres- 
sure. By lying down at right angles to the ship’s axis 
the swaying of the peduncle and cerebellum will be 
reduced to a minimum, and this very position is in- 
stinctively sought by the seasick. 


The subarachnoidal spaces of the spine continue up- 
ward as similar spaces, “cisternz,” at the base of the 
brain. These communicate through various foramina 
with the brain ventricles, forming a series of cavities 
and channels filled with-cerebrospinal fluid. 


Neumann believes that an important factor in sea- 
sickness is vagus nerve irritation. Politzer found no 
nystagmus in this condition, and others have found 
that nausea precedes dizziness, both of these facts be- 
ing directly contrary to the usual symptoms of laby- 
rinthine irritation,—from all of which the conclusion 
is drawn that the cause of seasickness is actually in 
the brain, and not only in the labyrinth. 


Vircw. J. Scuwartz, M.D. 
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ical men, it changes a mere name of medical history 
into a definite personality. This is written by his wife 
in conjunction with Burton Hendrick, a well known 
biographer, and is the story of the struggle of a brave 
spirit through years of misjudgment and misunder- 
standing to final appreciation from the entire world. It 
has a somewhat unique beginning-in-that it opens. with 
the story of the meeting of himself and his wife, with 
their courtship during their convalescence from yellow 
fever, the disease which played so prominent a rdle in 
their lives. 


William Crawford, an eldest child, was born in a 
colonial mansion near Mobile, with a father who was 
an Army Officer and a mother who was a cultured, 
refined southern woman who exerted a profound in- 
fluence upon her distinguished son throughout her long 
life. The Civil War prevented his early education and 
brought poverty upon the family by leaving his 
father, demobilized from the Confederate Army, with- 
out any profession. Soon afterwards he was given 
the presidentship of the Sewanee College where Wil- 
liam Crawford grew up, obtained his education and de- 
cided upon a career in the Army. He failed to get 
his West Point appointment and so decided to study 
medicine in order to become a medical officer. The 
first twenty years of his life in that capacity was a 
humdrum existance and included, besides his routine 
duties, medical services to the entire country-side. 
Since he was immune he was often sent to yellow fever 
epidemics where he developd unusual skill in handling 
the disease and pondered much upon the unknown 
etiology. 

In 1898 he was sent to Havana as Health Officer and 
attempted to eradicate yellow fever by cleaning up that 
filthy city. But after he had achieved the almost im- 
possible and had it spotless both outside and inside the 
houses, the dread disease continued to flourish, es- 
pecially in the better quarters of the city. When the 
situation became quite desperate the government ap- 
pointed a yellow fever commission of Walter Reed, 
James Carroll, Jesse Lazear and Aridtides Agroments, 
who, at the cost of the life of Lazear, definitely fixed 
the responsibility upon the Stegomyia mosquito. Gorgas 
was cautious at first but finally became firmly con- 
vinced and at once began an attempt to exterminate 
the mosquito, an apparently impossible task in that 
insect ridden city. He found that it was a domestic 
insect living around the habitations of man and de- 
manding clear water for the depositing and hatching 
of its eggs. He accomplished his purpose by removing 
every open vessel containing water (even flower vases) 
and screening the larger ones which must be saved for 
use. The city was divided into districts, visited once a 
month, and every pail, pitcher and vase accounted for, 
a task accomplished only by infinate tact, endless pa- 
tience and attention to minute details. In 1896 there 
had been 1,282 deaths from yellow fever and in 1900, 
310, but Gorgas began his work in March 1901 and 
after that there were but 5 cases of the disease. To 
be’ sure there was another outbreak (in 1905) which 
was promptly checked by Gorgas’ methods and after 


that the disease was unknown in a city which had been 
practically yellow fever head-quarters for centuries. To 
Reed belonged the glory of discovery but to Gorgas be- 
longed the glory of application and accomplishment. 
Neither could have been complete without the other. 


Following this he was made Colonel and put in 
charge of the sanitation of the proposed building of the 
Panama Canal, a project which had already been at- 
tempted and abandoned by the French because of the 
overwhelming mortality among the laborers, which was 
20,000 (or about a third of the entire number). Dur- 
ing the next years Gorgas worked under the greatest 
of difficulties, with very little staff, practically no sup- 
plies and no understanding or codperation from the 
Army officials who were not convinced of the guilt of 
the mosquito, were concerned chiefly by economy and 
speed and spent the greater part of their time in 
Washington. Of course yellow fever broke out as soon 
as the laborers landed, but working, practically single- 
handed, Gorgas controlled it by exterminating the 
mosquito, just as he had done in Havana. Instead of 
receiving recognition for this accomplishment he was 
blamed for the presence of the disease and his recall 
asked for. The American Medical Association sent 
down, for quiet investigation, Dr. Charles Reed who 
returned to air the whole disgraceful situation in the 
press. The ridicule resulted in the recall of the seven 
men in the commission in charge of the Panama Canal 
and the retaining of Gorgas under better working con- 
ditions. After yellow fever had been vanquished he 
turned his attention to the banishment of maleria by 
the extermination of the Anopheles mosquito. This 
task was even more difficult for this was a different 
mosquito breeding in outside pools which were so nu- 
merous in a rough country with a heavy rainfall, and, 
largely due to lack of codperation of the commanding 
officer, Dr. Goethals, was never entirely accomplished. 
And in the final government report of the building of 
the Panama Canal the work of Gorgas received no 
recognition. After the great canal was finished and 
Gorgas, with several companions, in a canoe was the 
first to traverse it, he turned to other worlds to 
conquer. In 1913 he went to South Africa to investi- 
gate the cause of pneumonia among the negro laborers 
in the mines. He found it to be due to overcrowding 
with great temperature changes and practically wiped 
it out by improving the sanitation of the camps. 

He next assumed the Surgeon-Generalancy of the 
World War and here his less spectacular accomplish- 
ments included the successful mobilization of great 
medical units and the satisfactory sanitation of huge 
soldier camps in both this country and France. As soon 
as the Armistice was signed he was retired for age 
and at once accepted a British Commission for the 
eradication of yellow fever in Africa. He went to 
London and in the midst of the greatest honors that 
may come to any medical man he suffered the stroke 
which so soon proved fatal. 

His own philosophy was voiced when he said in 
speaking of a sanitation officer, “If he believes in it, has 
tact, is enthusiastic, and persevering, he will succeed. 
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If he is discouraged by difficulties and opposition he 
will fail even if his system is correct.” And a British 
communication said of him: “He was one of Life’s 
great helpers for he cleaned up foul places and made 
them sweet” and also “He brought the knowledge of 
the laboratory into the field and swept disease from 
vast areas.” 
Marcaret Warwick, M.D. 





PRACTICAL OTOLOGY. Morris Levine, M.D., 
Assoc. Prof. of Otology, New York Post Graduate 
Medical School. 385 pages. Illus. Cloth, $5.50. 
Philadelphia: Lea and Febiger, 1927. 

This book lives up to its title, as it deals entirely 
with the practical phases of otology. The author’s own 
experience is given and his teachings agree with those 
of other authorities. This work will be a great help 
to the student who wants practical advice in otology. 

As in most new books some errors are to be found 
which will probably be corrected in later editions—for 
example, on page 324, he states that in a diffuse type of 
suppurative labyrinthitis there may not be complete 
loss of function. 

The subject of suppurative mastoiditis, both acute 
and chronic, is very well dealt with, particularly the 
discussion of the indications for surgery. 

KennetH A. PHEtps, M.D. 





SKETCH OF THE HISTORY OF THE MAYO 
CLINIC AND MAYO FOUNDATION. From Di- 
vision of Publications, Mayo Clinic. 177 pages, 17 
illustrations, 11 tables. Price $3.50. Philadelphia: 
W. B. Saunders Co., 1925. 

This small volume is, as explained in the introduc- 
tion, a skeleton of facts upon which some historian 
may construct a complete and interesting picture of the 
growth of the Mayo Clinic and Mayo Foundation, and 
it should be available in every medical library for ref- 
erence use. 


The first three chapters make interesting reading as 
they tell of the early life of Dr. William Worrell Mayo 
and, with his illustrious sons, his establishment of the 
Mayo Clinic and the opening of St. Mary’s Hospital. 
Chapters on the development of the different specialties, 
the division of records, correspondence and publica- 
tions, brief sketches of early non-medical employes, 
copies of the documents drawn up in 1919 to form the 
Mayo Properties Association, relationship of the Clinic 
to other organizations in Rochester, and the foundation 
of the Physicians and Surgeons Club is set forth in a 
series of brief dry facts. The affiliation with the Uni- 
versity of Minnesota in the formation of the Mayo 
Foundation is given in detail, together with copies of 
the legal documents drawn at the time and a report 
of the work thus far accomplished. 


Marcaret Warwick, M.D. 


OBESITY. Leonard Williams, M.D. 
Oxford University Press, 1926. 


165 pages, $3.35. 


Dr. Williams evidently considers that the acquisition 
of fat is the greatest of unpardonable sins and is the 
cause of the majority of the ills to which the flesh is 
heir. He tells us that obesity is the usual cause of 
indolence and stupidity, of asthma, of diabetes, of 
arteriosclerosis and coronary sclerosis (by pressure on 
the outside of the blood vessels), of dyspepsia (from 
accumulation of fat in the liver), of constipation (by 
pressing upon the colon) and of subnormal tempera- 
ture (always found in obesity). 


For treatment of this most dangerous of conditions 
he advises the administration of iron, the raising of 
the body temperature by hot packs, inactivity (exercise 
is dangerous) and decreased food intake (using es- 
pecially “unfired” foods) and a three day fast once a 
month (in which there is no danger and no discom- 
fort). 


This book holds nothing of interest to either the lay 
or medical reader except to show what vagaries are 
possible in a physician. 


Marcaret Warwick, M.D. 





FEAR—THE AUTOBIOGRAPHY OF JAMES ED- 
WARDS. John Rathbone Oliver, M.D. 364 pages, 
$2.50. New York: The MacMillan Co., 1927. 


This fictitious. autobiography is written by a physi- 
cian, a psychiatrist at Johns Hopkins University. Un- 
der the guise of fiction he presents the effect of fear 
upon health and happiness, together with the methods 
and effort necessary to overcome it. 


The story is that of James Edwards, who, at the 
age of fifty, was refused life insurance because of 
high blood pressure, at which he became so frightened 
that he is finally mentally and physically incapacitated. 
He is sent to a “Nursing Home” where he stays until 
he regains his health, and meanwhile writes his own 
story of the methods that finally brought him back to 
a normal outlook on life. His neurologist, whom he 
calls his “Fear-Hunter,” gives him long explanations of 
the origin, mechanism and results of fear, and man- 
ages by means of talks, selected books, environment 
and religion, to dispel his fear neurosis and bring 
him back to his normal self. 


The chapter on involutional depression or restlessness 
is given in so very clear and interesting a manner that 
it, in itself, justifies the book. There is much of in- 
terest in the story but the average reader will find the 
action slow with too many details and will feel that 
much chaff must be tossed aside to find a few grains 
of wheat. 


Marcaret Warwick, M.D. 
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A YEAR IN REVIEW 


The tremendous strides which have been made to- 
ward elimination of the principal causes of blindness 
in the eighteen years since the origin of the move- 
ment for the conservation of vision are revealed in the 
Annual Report of the National Committee for the Pre- 
vention of Blindness, which is being sent to its 20,000 
members. 


The report entitled “A Year in Review” shows that 
the percentage of children in the schools for the 
blind who lost their sight because of ophthalmia neo- 
natorum (babies’ sore eyes)—for centuries the princi- 
pal cause of blindness—has been reduced more than 
51 per cent during the life of the Committee. It an- 
nounces the establishment of the country’s first pre- 
school eye clinics for the examination of the eyes of 
children too young to read, and describes how in these 
clinics it has become possible to test the sight of 
children as young as two to six years. 


The report shows that in 1913 there were through- 
out the United States only two sight-saving classes for 
the education of children with seriously defective vi- 
sion; that in 1926 there were 265 such classes; but 
that this is only 5 per cent of the number of such 
classes needed to provide education for children with 
serious eye defects without further endangering their 
sight. More than 4700 additional sight-saving classes 


are needed, according to the Committee for the Pre- 
vention of Blindness. 

In charts based on the experience of several of the 
largest industries of the country, the Committee re- 
ports that well organized sight conservation work has 
made it possible for these companies to save 99 per 
cent of the expense previously incurred through eye 
accidents and to save 92 per cent of the time pre- 
viously lost as the result of eye accidents. Notwith- 
standing these accomplishments in some plants, the 
Committee says “hundreds if not thousands of eyes and 
millions of dollars are still lost annually because of the 
eye hazards of industrial occupations. Any perma- 
nent reduction of these hazards calls for the provi- 
sion and use of mechanical safety devices, the provi- 
sion of adequate lighting and sanitary facilities, and 
the continued education of employers, employees and 
governmental officials.” 

In a foreword to the report, William Fellowes Mor- 
gan, President of the Committee, says: “The under- 
lying cause of blindness, whether it be the result of 
disease or accident, is usually ignorance. The work 
of the National Committee for the Prevention of 
Blindness is, therefore, concentrated largely on point- 
ing the way. Its function is to keep abreast of the 
scientific advances in medical and pedagogical knowl- 
edge and to inform the public, in layman’s language, of 
such advances and how they may be applied practi- 
cally in preventing blindness and in saving sight.” 





FOR SALE—Equipment for general practice in east 
central Minnesota. Modern town of 900. Competi- 
tion light. Collections over $8,500 in 1926. Office 
equipment with new x-ray machine, $1,500. Address 
C-151, care MINNESOTA MEDICINE. 


FOR SALE—$12,000 medical and surgical practice in 
prosperous community, population 1,000. Modern 
hospital, 20 beds. Will sell for price of office equip- 
ment and building. Will work with purchaser two 
months. Address C-150, care Minnesota MEDICINE. 


PRACTICE AND EQUIPMENT FOR SALE—In 
county seat town, central Minnesota, population 
2,000. Fine community, thickly settled. Good cash 
income from the start in established practice. Ad- 
dress C-146, care MINNESOTA MEDICINE. 





SUITE OF OFFICES FOR RENT 


Physician and Dentist. 
Corner location. 
orated. 


Near four large schools. 
Rent reasonable. Newly dec- 


Write Chas. F. Bruess 
1110 Rice St., Saint Paul Phone Humboldt 1703 











OFFICE SPACE FOR RENT together with group of 
physicians in Minneapolis. Full x-ray and clinical 
laboratories. Rent on percentage of income. Ad- 
dress C-152, care MINNESOTA MEDICINE. 


FOR RENT—Eight room office. 
ranged as dwelling and office. 
Drs. Bessesen. 


$85.00. Can be ar- 
3805 Nicollet Avenue, 





PHYSICIAN’S OFFICE FOR RENT—Corner 50th 
Street and Bryant Avenue South, Minneapolis. Call 
Locust 7823. 


LOCUM TENENS WANTED—By University of 
Minnesota graduate. Available November first. Ad- 
dress C-149, care Minnesota MEDICINE. 





WANTED—Locum tenens work. Illinois M.D.; in- 
ternship Ancker Hospital, Saint, Paul, age 26, single, 
Minnesota license. Available on short notice. Ad- 
dress C-144, care MINNESOTA MEDICINE. 





LOCUM TENENS OR ASSISTANTSHIP DE- 
SIRED—By experienced physician, licensed in Min- 
nesota. Available immediately. Address C-147, care 
MINNESOTA MEDICINE. 
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MINNESOTA MAN desires locum tenens work. 
Available November 15. Address C-154, care 
MINNESOTA MEDICINE. 


WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


WANTED—Position as nurse in doctor’s or dentist’s 
office in Minneapolis. Two years’ experience in pri- 
vate duty. Address C-153, care MINNESOTA MEDICINE. 


MINNESOTA MEDICINE 


WANTED—Position in doctor’s office as bookkeeper, 
typist and assistant. Address Marie E. Cauley, Belle 
Plaine, Minnesota. 


LABORATORY POSITION WANTED—Capable 
and experienced laboratory technician desires posi- 
tion in Minnesota or the Dakotas. Has had four 
years experience besides training. Capable of being 
in charge. Good references. Address C-148, care 
MINNESOTA MEDICINE, 

ALPINE LAMP WANTED—Recent model, air cooled. 
State make, model, price, etc., by early mail. L. M. 
Lowe, M.D., 405 East 17th Street, Minneapolis. 





BURDICK QUARTZ LAMP FOR SALE—By private 
party. Exceptional opportunity to get practically new 
lamp. Walter Kamprath, 1606 Hewitt Avenue, Saint 
Paul, Minnesota. 
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